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A speculative 


analysis of what we do and what we neglect. 


Proctology 


and 


Sputnik 


PAUL LAHVIS, M.D. 
Gowanda, New York 


A. the Russian satellite sud- 
denly awoke us to the realization of our 
complacency in technological and edu- 
cational matters it suggests serious in- 
trospection into smugness in matters 
medical, surgical and proctological. 

The feeling of superiority and self- 
satisfaction is an American trait which 
may well be the result of the autoselec- 
tive process which populated the conti- 
nent with restless and adventure-loving 
immigrants. The military achievements 
in two World Wars, together with the 
immense natural resources of the coun- 
try, consolidated this sense of self-esteem 
in the individuals as well as the col- 
lective spirit of our people. 
self- 


righteousness are characteristics of rigid 


Smugness, complacency and 

and domineering personalities. 
American medicine shows the same pe- 

culiarities. For instance, the approach to 


our research is wedded to the idea that it 
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can be “bought” and that results are 
related to the amount of money spent. 
It favors the trappings. the buildings, 
the endowed institutions, and neglects 
the brain. As it favors the hierarchies 
of a few medical schools, it restrains 
the enthusiasm of the young and humble 
who are in danger of not obtaining the 
necessary “imprimatur” for their scien- 
tific contributions. 

Another sidelight which amusingly 
shows our need of identification with 
the great and mighty is our willingness 
to create and join the innumerable so- 
cieties and clubs within medical 
establishment. Thus, nobody can escape 
the lure of becoming president or at 
least chairman, and the ego is pleasantly 
anointed thereafter. If local medical fa- 
cilities do not attract the physician, his 
personality needs can find similar outlet 


our 
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in civic, fraternal and religious groups. 
While this may all be good and clean 
fun, does not our individual preoccupa- 
tion on the local level sap our active 
participation in the more important 
state and national organizations? 

The background of a happy, pros- 
perous and ambitious people has pro- 
duced a historical contribution to world 
medicine within this present generation. 
It created brilliant achievements in sur- 
gery and perfection of surgical science 
to levels considered impossible only a 
very few years ago. 

This is our position today. Sputnik 
poses the question: Where are we go- 
ing? Present indications are that the 
boom of surgery is “topping off” now, 
and that the torch of glamor, now 
tightly in the hands of the surgeon, will 
flicker This is a_ speculative 
theught but the symptoms of difficulties 


soon. 


ahead are plain. Booms are booms and 
they run parallel courses, in the pros- 
perity phase of our general economy or 
the practice of a glamorous medical 
specialty and even in art and literature. 
The scope of this paper does not permit 
further description of these movements. 

However, the huge progress in sur- 
gical science and technology was possi- 
ble only as a result of happy amalgama- 
tion of surgery with the discovery of 
the antibiotics, the improvements in 
radiographic analysis, better anesthesias 
and the art of blood transfusion. All 
these were needed for the end product. 
The surgical scope today is unlimited in 
excising diseased tissue and restoring 
injured organs to functional normalcy. 
What is left? Very little, except replace- 
ment of diseased organs by substitution 
from live or artificial sources. Only 
basic new discoveries of the future, like 
perhaps the total arrest of malignant 


growths and their permanent removal, 
will inaugurate another major cycle of 
surgical progress. 

To postulate that surgery has reached 
a peak of temporary perfection or is 
close to it, a few important signs of 
structural weakness are given. It is be- 
coming increasingly difficult to train 
new men adequately due to the lack of 
ward patients in the era of health in- 
surance, compensation and Blue Cross. 
And worst of all: too many surgeons 
are competing for the available patients. 
This phenomenon has the serious im- 
plications of over-supply vs. demands. 
It is bound to create ever increasing bar- 
riers and hurdles to enter the sanctum 
of the accredited craft with much of the 
additional training of no or doubtful 
value to the young surgeon. Over-sup- 
ply, everywhere, creates a pressure, and 
this will favor the extension of indica- 
tions for surgical procedures into fields 
where non-surgical approach might be 
the better choice. 

Until Sputnik much of today’s intro- 
spective criticism of our pattern of life 
and sacred institutions would have been 
taboo. To criticize is destructive unless 
it leads to corrective action which il- 
luminates new and better paths. 

There is much evidence that the re- 
cent era of surgical preeminence had a 
powerful influence on __proctological 
thinking. As colon surgery absorbed a 
bigger share of our interest, ano-rectal 
proctology gradually became the “little 


’ proctology. It has become hum- 


man’s’ 
bler through the years. It lost its status 
as a qualifying science for the American 
Boards, the requirements for admission 
into proctological societies discriminate 
against the ano-rectal expert who does 
not have major surgical background or 


interest. As our membership becomes 
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predominantly surgical, the programs 
of our meetings have changed their 
character accordingly. 

Proctology enters into the disciplines 
of enterology, surgery, dermatology and 
psychiatry. It still is the science of the 
terminal gut, say to the 25cm. level. As 
our scientific discussions went farther 
up and up. we began to neglect the in- 
terests of the 90% of our patients with 
real proctological pathology. 

Sputnik has taught us that all is not 
as well as we had believed. Permit me, 
therefore, to mention another subject, 
by far the most serious of all and, I 
admit, not subject to satisfactory cor- 
rection in the near future. It goes down 
to the bottom of the educational troubles 
in our elementary and high schools. 

Something is obviously wrong with 
our system of medical specialty training 
which forces a man, after graduation 
from high school, to spend eighteen 
years of professional training and prep- 
aration in return for a productive op- 
timal life activity of twenty years. As- 
sume, for this purpose, that the well 
trained surgeon or proctologist requires 
three years after his start in private 
practice before he reaches an adequate 
level of financial return and recognition 
in his community. He is lucky if he can 
accomplish it in three years. Assume 
also that beginning at age 55, as the 
statistics state, his earnings and working 
capacity begins to decrease. This man 
only has twenty years to produce at top 
efficiency. Do you doubt the accuracy 
of 18 years of preparatory work? He 
has four years premedical college, four 
years in medical school, one year in- 
ternship, four years specialty training 
to the Boards, two years compulsory 


military service and three further years 
of patient waiting before the referrals 
in a limited specialty practice begin to 
pay the backlog of bills. 

This is not taxation, it is “confisca- 
tion” of a man’s best years. Mentally 


‘and physically his best years are be- 


tween 25 and 30 and he should be fin- 
ished and out in the world on his own. 
Let us face it and admit, though it will 
be hotly disputed, that in the name of 
“education” we are wasting the most 
valuable years of our children’s lives 
and that in the name of “rising stand- 
ards” we raise roadblocks and barriers 
which accomplish nothing but stratify 
our medical fraternity to ever more 
dizzy heights. 

If we are ready to interpret Sputnik 
as a signal to broaden the scope of proc- 
tology, we must re-establish ano-rectal 
proctology to its rightful place. Lagging 
research must be frankly stimulated and 
our organizations must remember that 
the teaching of ano-rectal work does the 
We 


also must be permitted to learn, in our 


most good to the most patients. 


conventions, much more about the in- 
ternal medical, the dermatological and 
the psychosomatic aspects of proctol- 
ogy. And lastly, if these wider interests 
are to be served, then we should make 
proper plans to affiliate these groups 
into our societies. 


Summary 


Medicine, surgery and _ proctology 
are at the cross roads today. The un- 
questioned leaders of yesterday must 
learn to observe trends and be willing 
to accept friendly criticism if they 
wish to remain ahead tomorrow. 
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Pathogenesis 
and 
Classification 
of Hemorrhoids 


GEO. SHROPSHEAR, M.D., 


F.A.C.S., F.1.A.P. 


Department of Surgery, Providence Hospital 
Chicago, Illinois 


TD citentely in recent years 
proctology has been reclaimed to ortho- 
dox medicine by the evolution of under- 
graduate instruction in anorectal dis- 
eases, and from the demand on the part 
of general practitioners that disorders 
so widespread among their patients be 


Fig. |—Drawing Illustrating Ven- 
ous Drainage of Anorectal Region 


given the benefit of careful scientific 
consideration. Hemorrhoids constitute, 
perhaps, the most common anorectal dis- 
ease for which patients seek relief. It 
is the purpose of this paper to present a 
consideration of the various anatomical 
and pathological factors involved in the 
pathogenesis of hemorrhoids and to 
evolve a simplified classification based 
on these considerations. 
Anatomical Factors The 
principally concerned in the formation 


veins 


of hemorrhoids are those from the su- 
perior, middle and inferior hemorrhoi- 
dal vessels (Fig. 1). Tributaries of these 
veins anastomose freely, giving rise to a 
plexus centering about the region of the 
pectinate line. The distal ends of the 
veins of the caval system, e.g., the middle 
and inferior hemorrhoidal veins, are 
While it 


is generally assumed that the veins of 


guarded by competent valves. 


the portal system are without valves, the 
investigations of Reuther' and others 
reveal the presence of valves in the por- 
tal system of lower animals and in the 
newborn. In the adult these valves are 
less numerous and at the proximal end 
of the superior hemorrhoidal veins the 
valves are usually atrophic and incom- 
petent. The incompetency of these valves 
may be related to the blood-reservoir 
function of the liver and portal vein bed 
which in response to normal physiologic 
demands store and release blood, thus 
limiting and controlling the rate of fill- 
ing of the heart, thereby regulating the 
cardiac output. The “pooling of blood” 
in the liver and portal vein bed, doubt- 
lessly, is an important factor in increas- 
ing the hydrostatic pressure in the supe- 
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rior hemorrhoidal veins’. 

Hemorrhoidal varicosities are found 
in direct relation to the distribution 
of the primary branches of the su- 
perior hemorrhoidal vessels. Secondary 
hemorrhoids. often observed along with 
the primary pile masses arise in tribu- 
taries of these veins. Because of the 
rich anastomosis in the anal canal be- 
tween these veins and those of the caval 
system, one would assume that adequate 
drainage of this region should take 
place. It becomes apparent, therefore, 
that hemorrhoidal varicosities are not 
the result of incompetent check valves in 
the superior hemorrhoidal vessels alone. 
The implication is clear that there must 
be, at least, a partial blockage of the 
tributaries of the middle and inferior 
hemorrhoidal veins. 

This brings us to a consideration of 
another important anatomical factor, 
the anal crypts. These pocket-like de- 
pressions are pointed upward in direc- 
tion opposite to the flow of the fecal 
stream and are subject to injury, and 
chemical as well as infectious contami- 
nation. These irritants gain access to 
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the deeper tissues by way of the anal 
glands which open into the anal crypts. 
The anal glands are far more complex 
in structure than is generally appreci- 
ated, as previously emphasized by Hill’, 
their branches extending widely through 
the stroma of the anorectal region pro- 
viding ample opportunity for the spread 
of contaminants (Fig. 2). 
Pathological Factors Hemorrhoidal 
varicesities represent essentially a de- 
generative process in the veins of the 
anorectal region which is related not 
only to passive congestion but also to the 
The 


chief characteristic of microscopic sec- 


presence of chronic inflammation. 


tions of hemorrhoidal tissue in addi- 
tion to adherent thrombi in the vessel 
walls is infiltration with round cells, 
mononuclear phagocytes and occasional 
leucocytes, scattered diffusely or in 
foci through the stroma (Fig. 3). While 
it is not within the sphere of this 
discussion to consider in detail the 
interplay of biochemical factors in- 
volved in inflammation, attention should 
be directed to the recent advances made 
in this field which may help to explain 


Fig. 2—Anal Gland, 
showing complex 
structure. 
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Fig. 3— Stroma of 
hemorrhoidal tissue 
with infiltration of 
lymphocytes, mono- 
nuclear phagocytes, 
and fibroblasts 
(Hematoxylin and 
Eosin Stain X2000). 


the pathogenesis and course of hemor- 
rhoidal disease. In an excellent review 
of this subject, Menkin* reveals the 
accumulated body of evidence to support 
the chemical basis for the diversified bio- 
logical manifestations of inflammation 
due to altered cellular metabolism aris- 
ing as the result of reaction to injury; 
whether the irritant be physical, chemi- 
cal, or viable, as in the case of micro- 
organisms. In this dynamic pathologi- 
cal process, chemical factors are liber- 
ated which are regarded as constant 
products of cellular injury and are re- 
sponsible for the recognized patterns of 
inflammation and repair. 

Increased capillary permeability as- 
sociated with migration of leucocytes to 
the inflamed area results from the libera- 
tion of “leukotaxin” and/or “exudin” 
from the injured cells. The passage from 
the circulation into the injured area of 
plasma proteins leads ultimately to the 
precipitation of fibrinogen to form a 
The 


become 


fibrinous network in the tissues. 
lymphatic early 
blocked. Thus, fixation or localization 


channels 


of the irritant takes place. Later the 





capillaries become occluded by thrombi. 
The initial infiltration of polymorphonu- 
clear leucocytes is subsequently replaced 


by mononuclear phagocytes, which ap- 
pears to be related to a disturbance in 
the intermediary carbohydrate metabo- 
lism resulting in a localized acidosis of 
the involved tissues. According to Maxi- 
mow and Bloom’ transition from lym- 
phocytes to phagocytosing macrophages 
can be observed in inflammatory exu- 
dates. The presence also of a chemical! 
factor capable of causing tissue injury 
is of considerable significance. This 
substance seems to be released by 
severely damaged cells and has been 
termed “necrosin.” It has been shown 
to be injurious to the cutaneous struc- 
These 
observations suggest a reasonable ex- 
planation for the partial occlusion of the 
tributaries of the middle and inferior 
They may 


tures of experimental animals. 


hemorrhoidal veins. also 


explain the microscopic picture seen in 


hemorrhoidal disease as well as the 
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necrosis and dissolution of the surface 
epithelium noted in cases of bleeding 
hemorrhoids. Finally, healing of an in- 
flammatory lesion is characterized by 
the deposition of more and more fibro- 
blasts and their collagenous bundles as- 
sociated with the ingrowth of newly 
formed capillaries. This appears to be 
related to the release of reparative or 
proliferative factors from less severely 
damaged cells. 

Classification of Hemorrhoids 
Grossly, depending on the degree of in- 
volvement and the location of the block- 
age in the tributaries of the inferior and 
middle hemorrhoidal hemor- 
rhoids may be located both above and 
below the dentate line. This accounts 
for the fact that cases of hemorrhoidal 
disease requiring surgery are associated 
with more or less deformity of the anal 
margin. [+ becomes apparent that the 
classification of this disease into exter- 
nal hemorrhoids and internal hemor- 
rhoids is misleading and confusing. 
Thus, it would appear that the terms 
“Hemorrhoids” or “Hemorrhoidal Dis- 
ease” should be used to describe this 


veins, 
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Fig. 4 — Stage | 

Hemorrhoid, show- 

ing submucosal 
hemorrhage. 


process without designating the loca- 
tion of the varicosities. 

The concept of hemorrhoids as a pro- 
gressive disease passing through three 
distinct recognizable stages, as described 
by Miles®, is generally accepted. While 
this does not imply that all the hemor- 
rhoids in a given case are in the same 
stage of development, this classification 
will serve our purpose in presenting the 
pathological changes as we follow the 
clinical course of this disease. 

Stage I. As a result of passive conges- 
tion and chronic inflammation, perhaps 
through the effect of “necrosin” liber- 
ated by damaged cells, the overlying 
mucosa of the anorectal region becomes 
less and less resistant to trauma. Aside 
from submucosal hemorrhages and de- 
nuded epithelium, the microscopic pic- 
ture is characterized by round cell in- 
filtration and a minimum of fibroblastic 
proliferation. The only symptom to 
which a hemorrhoid in this stage of its 
development gives rise is hemorrhage, 
often profuse and repeated with each 
defecation. Its presence cannot be rec- 
ognized by digital examination (Fig. 4). 
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Stage II. This stage in the develop- 
ment of hemorrhoids may be said to 
have been reached when the pile mass 
begins to protrude with defecation and 
becomes spontaneously reduced. Its 
presence can readily be detected by the 
examining finger as a thickened longi- 
tudinal fold, associated with more or 
less deformity of the anal margin. The 
increased bulk of the hemorrhoidal mass 
is partly due to the greater dilatation of 
its component veins many of which are 
occluded by thrombi and in part to an 
increased amount of fibrous tissue in 
the stroma. Complicating infection of 
the anal glands occur more frequently as 
this stage of development is reached, and 
occasionally nodules of lymphoid tissue 
with active germinal centers may be 
seen on microscopic examination, con- 
firming the presence of an inflammatory 
process (Fig. 5). Bleeding becomes less 
frequent more because the blood vessels 
are surrounded by a greater accumula- 
tion of fibrous tissue than because of the 
thickening of the mucous membrane. 

Stage III. This stage is considered to 
have been reached when the protrusion 
requires manual reduction after each 
act of defecation. Even after reduction, 
of protrusion frequently 
takes place on slight provocation. Bleed- 
ing in this stage is uncommon and re- 
sults either from trauma or the presence 
of asseciated hemorrhoids which have 
not progressed beyond Stages I or II. 
These long standing cases are charac- 
terized by markedly increased bulk of 
the hemorrhoidal mass and fibrous in- 
duration extending into the anal mar- 
gin. Occasionally, this fibrosis involves 
the underlying sphincter musicle and 


recurrence 


can be detected on palpation as a firm 
unyielding band more or less encircling 
the anal canal. This has been designated 


by Miles as the pecten band. Hemor- 
rhoids at this stage of development are 
more subject to complications, especi- 
ally inflammatory changes and_ incar- 
ceration. Round cell infiltration of the 
anal glands is frequently observed. The 
stroma presents a denser accumulation 
of fibrous tissue and an increased num- 
ber of thrombi in the vessels, many of 
which are partially canalized (Fig. 6). 

Acute Anal Thrombophlebitis 
Not a little of the confusion in termi- 
nology is due to the inclusion of the so- 
called “External Thrombotic Hemor- 
rhoid” in the usual classification of 
hemorrhoids. This condition is not the 
result of anal varicosities and it may 
occur in an otherwise normal anus. It 


Fig. 5—Stage II Hemorrhoid, revealing lym- 
phoid nodules with active germinal centers 
and increased fibrous 


tissue in stroma. 
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is a manifestation of cellular reaction to 
injury, regardless of the irritant (chemi- 
cal or bacterial), and should more 
properly be designated “Acute Anal- 
Thrombophlebitis.” The thrombophle- 
bitis is manifested clincally by a tender 
cord-like induration which may be pal- 
pated proximally from the marginal 
swelling toward the anorectal junction. 
Microscopically, in addition to the usual 
accumulation of round cells in this re- 


Fig. 7—Acute Anal 
Thrombophlebitis. 
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Fig. 6 — Stage Ill 


Hemorrhoid, show- 
ing canalized 
thrombi. 


gion, there is more or less leukocytic in- 
filtration along with the presence of 
numerous fibroblasts, cells, 
macrophages and thrombi in the vessel 
walls (Fig. 7). Lymphatic blockage gives 
rise to the marginal edema surrounding 
the blood clot in the subcutaneous tis- 
sues, which is the result of increased cap- 
illary permeability and rupture of the 
blood vessels in the inflamed area. If 
this blood clot is not evacuated, as the 


round 














process heals, more and more fibroblas- 
tic proliferation occurs giving rise to 
an integumentary tag deforming the 
anal margin. This lesion is an acute 





manifestation of the inflammatory 
blockage of the tributary veins in the 
anorectal plexus, so important in the 
pathogenesis of hemorrhoids. 


Summary 


A brief review of the anatomical 
and pathological factors in the patho- 
genesis of hemorrhoids has been pre- 
sented. In view of the rich anasto- 
mosis in the anorectal region between 
the veins of the caval and portal 
systems, it becomes apparent that in- 
competency of the valves of the supe- 
rior hemorrhoidal veins is not alone 
responsible for the development of 
hemorrhoids. Partial occlusion of the 
tributaries of the middle and inferior 
hemorrhoidal veins, doubtlessly plays 
an important role. 

The usual classification of hem- 
orrhoids into external and internal 
varieties would appear unnecessary, 
the terms “hemorrhoids” or “hem- 
orrhoidal disease” being more ap- 
propriate. The so-called “external 
thrombotic hemorrhoid” is a mis- 
nomer, arising as the result of an 
acute inflammatory reaction in the 
anal canal unrelated to the presence 


or absence of varicosities. This proc- 
ess indicates the manner in which 
thrombotic occlusion of the tribu- 
taries of the middle and inferior 
hemorrhoidal veins occurs. 

The _ histopathological manifesta- 
tions of hemorrhoids, based on a 
study of 367 surgical specimens, have 
been discussed in an effort to point 
out the salient features in the various 
stages in the development of this 
disease. The important factor of in- 
flammation in the pathology of hem- 
orrhoids is revealed by the presence 
in the stroma of lymphoid nodules 
with active germinal centers, lympho- 
cytic infiltration, macrophages, and 
fibroblastic proliferation. The ano- 
rectal region presents, perhaps, one 
of the best examples of local homeo- 
stasis in inflammation, maintaining a 
more or less constant balance between 
the biochemical factors related to 
inflammation and repair. 
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A ten year study of cases 


in a small hospital 


E, H. PANASCI, B.S., M.D., F.I.A.P. 


Rome, New York 


1. a ten-year study of a small 
hospital showing a total admission of 
18,187 for this length of time, there 
were found to be forty-two cases of 
adenocarcinoma of the colon, sigmoid, 
rectum and anus. The percentage of 
cases found would be .00225 or 214 
persons per thousand. 

The youngest patient in this group 
was a three year old male who had 
several polyps in the descending colon, 
one of which was malignant. The ages 


Adenocarcinoma of 


The Large Bowel 


ranged from three to eighty years old 
and in this series there were thirty-three 
males and nine females. Most of the 
patients were between the ages of fifty 
to seventy years. In this small series, 
there were 314 times more males than 
females. The lesions were located at the 
following sites: anus—none; rectum— 
12; sigmoid—20; descending colon— 
2; splenic flexure—2; transverse colon 
—2; ascending colon—4. 
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The mortality rate for all the cases 
operated on was 7.31%. The mortality 
rate was rather high in these cases for 
the first five years but for the past three 
years the rate has been nil. The reduc- 
tion in the rate for the cases done in the 
past three years has been due to a bet- 
ter understanding of the electrolyte bal- 
ance, blood volume, vitamin needs, and 
nitrogen balance provided pre-opera- 
tively and post-operatively. 

The dissections have been more radi- 
cal in the past few years where lesions 
of the descending colon, sigmoid, rec- 
tum, and anus demand a ligation of the 
inferior mesenteric, a cleaning of the 
glands below the duodenum, vena cava, 
aorta, iliac vessels, the pelvis, the ischic 
rectal fossa and the fascia of the pros- 
tate and removal of levator ani muscles 
and glands. 

The proponents of wide excision be- 
yond the limits of the lesion and a thor- 
ough cleaning out of nodes in the area 
around the bowel with ligation of the 
inferior mesenteric and 
hypogastric arteries, such 
as Dr. Earl Halligan and 
Dr. Harry Bacon use, have 
contributed much to the 
success of colon surgery. 
A few slides will be shown 
to demonstrate some of 
the lesions. These slides 
will show the need to repeat proctoscopic 
examinations and barium enemas where 
the symptoms or signs still make one 
suspect a malignancy in spite of pre- 
vious negative proctoscopic and barium 
examination. Some people, for some 
unknown reason, are poor proctoscopic 
patients and it is necessary to repeat 
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proctoscopic examinations with biopsy 
and at times also necessary to repeat 
barium enemas in different positions 
especially where the lesions involve the 
recto-sigmoid junction. It has been my 
experience that with the first biopsy, it 
is better to remove a little more tissue 
for the pathologist than might seem nec- 
essary at the time because subsequent 
biopsy is difficult. 

Some of the cases operated on were 
done in two or three stages but for the 
past three years all the cases have had 
a one stage operation with the exception 
of one patient who had an obstructive 
lesion of the splenic flexure and he had 
a temporary colostomy with subsequent 
resection of the lesion and closure of 
the colostomy. 

The cecostomy with the Paul Tube 
has gained preference over the colos- 
tomy because most of the cecostomies 
will close spontaneously and the cecum 
is easier to close than the colostomy. 
The general consensus of opinion is that 
lesions above 5 cm. from the anal open- 
ing should have a preservation of the 


sphincter mechanism with the abdomino- 
perineal resection because the end re- 
sult seems to be as good with the pres- 
ervation of the sphincter as compared 
with the abdomino-perineal resection 
and permanent colostomy (Miles). The 
Mikulicz exteriorizing type of operation 
is seldom used unless you have a poor 
risk patient or for palliative relief only. 

The drugs used in preparation to 
sterilize the bowel in these cases have 
been Sulfasuxidine, Sulfathalidine, and 
Neomycin. Neomycin has been restricted 
to those cases where an emergency oper- 
ation has been performed and steriliza- 
tion of the bowel has been obtained 
within twenty-four hours. 

The symptoms of these cases ranged 
from gaseous distention, weakness, 
change in bowel habits, lack of appetite, 
tarry stools, loss of weight to complete 
obstruction. 

As we are all aware, the right-sided 
lesions give an anemia that cannot be 
accounted for by a loss of blood in the 
stools alone, and the left-sided lesions, 
a disturbance in normal bowel habits. 


Summary 


This paper shows that about sev- 
enty percent of the lesions occurred 
in the recto-sigmoid area. Since a 
majority of the lesions of the colon 
occurred in the rectal-sigmoid region, 
every patient past the age of thirty- 


five should have a rectal examination 
followed by a proctoscopic exam and 
biopsy if necessary and a thorough 
study of this region by a barium 
enema with or without air. 

103 West Court Street 
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GEORGE J. RUKSTINAT, M.D., F.I.A.P. 
Chicago, Illinois 


Pathologic Findings 
After Colon 


and Rectal Resections 


1. their attempts to relieve suf- 
fering from ulcerative colitis, bowel 
polyps, and malignancies, surgeons, at 
times are left with patients showing con- 
siderable morbidity. Much of this is as 
distressing as the original complaint. 
Correction of postoperative and patho- 
logical complications requires profound 
clinical study and surgical ingenuity. Rec- 
ords of consultation and collaboration 
with the urologist, internist, gynecolo- 
gist, and psychiatrist, attest the serious 
nature and prolonged aftermath of the 
surgical procedures herein considered. 
To secure accurate data on the morbidity 
and mortality in general hospitals, the 
colectomies, resections, and 
combined abdominal perineal resections, 
done from 1952 to 1957 were studied at 
the Holy Cross and Loretto Hospitals. 
Table 1 shows the sex and age distribu- 
tion and the type of operation as well as 
the period of hospitalization. 

As can be seen from the totals in 
Table 1, repeated major bowel opera- 
tions were performed on some patients. 


anterior 


(Vol. 9, No. 3) JUNE, 1958 


The hospital stay was remarkably con- 
stant in all age groups and varied from 
14 to 33 days. The exception was a boy 
of thirteen years with pseudopolyposis 
of the colon. Because of severe anemia 
resulting from colonic hemorrhage, he 
had been a patient in two other hos- 
pitals for more than fifty days and had 
received thirty-two blood transfusions. 
His six admissions in the present study 
totalled 113 days. He had a partial 
colectomy with retention of the rectum, 
an abdominal-perineal 
colostomy, and then a colectomy and 
ileostomy. He had one admission for 
dilation of a non-functioning colostomy, 
three revisions for stricture of the 


resection and 


ileostomy and one curettage of a peri- 
neal fistula. In the immediate period 


From the Departments of Pathology of Holy 
Cross and Loretto Hospitals and the Stritch 
School of Medicine of Loyola University of 
Chicago, Illinois. 
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before the first partial colectomy, this 
patient had declined in weight from 114 
to 78 pounds and had maintained with 
difficulty a red blood cell count of over 
a million per cubic mm. 

Of the thirty-nine patients studied in 
this group, twenty-five were males and 
fourteen were females. In both sexes 
the age group from fifty to seventy 
years was most frequently involved 
with fourteen males and twelve females. 
This represented two-thirds of the total 
numerically and posed the greatest chal- 
lenge in dealing with complications as 
well as incidental pathological condi- 
tions. The latter are summarized in 
Table 2, and show the variety with which 
the surgeon must cope. 

The hemorrhoids listed in Table 2 are 
those operated upon for relief of severe 
bleeding and thrombosis. Hemorrhoids 
were considered to be the source of 
rectal bleeding by thirty-four of the 
patients in this series. Twelve had had a 
hemorrhoidectomy from twenty - two 
years to one month prior to operation 
for bowel tumor. One man, accustomed 
to repositioning his prolapsed hemor- 
rhoids, ascribed his rectal bleeding to 
these until a rectal cancer brought on 
bowel obstruction. In general, bleeding 
from the rectum was the second most 


common symptom in the group studied. 

Pain was the leading symptom for 
patients with bowel tumors. Pain was 
usually most intense on having a bowel 
movement. Chronic pain in the abdomen 
and pelvis was, however, present in two 
women with annular constricting carci- 
noma’s of the sigmoid colon, and in one 
man with a cecal carcinoma. Exact 
evaluation of pain was easy when asso- 
ciated with passage of formed stool and 
then was characterized as piercing, cut- 
ting, sharp or unbearable. At times fear 
of pain was responsible for augmenting 
constipation which was also high on the 
list of complaints. The pain associated 
with diarrhea was most often described 
as burning. 

Weight loss was a prominent com- 
plaint in only three patients and was 
from nine to twenty-two pounds in three 
months. 

In each instance, the patient had a 
far-advanced carcinoma which showed 
extensive invasion and metastases. In 
one instance, an ileo-colic fistula had 
led to repeated attacks of abdominal 
pain and vomiting. Some patients had 
limited their diet over a period of 
months to achieve some degree of relief 
from bowel distress. 

The operative procedures as listed in 





TABLE 1—OPERATION 








AGE IN SEX ANTERIOR ABDOMINA DAYS IN 
YEARS M F _COLECTOMY RESECTION PERINEAL “coLostomy ILEOSTOMY HOSPITAL 
10-20 .. | 2 I I : I 1B 
21-30 

31-40 .. I | 2 2 12-21 
41-50 .. 4 I 3 3 14-22 
5160 .. 5 7 2 6 5 5 13-29 
61-70 .. 9 5 4 I 13 14-31 
71-80 .. 5 I I 4 4 4 14-33 
Total .. 25 14 5 15 6 28 I 
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TABLE 2— ASSOCIATED CONDI- 
TIONS FOUND AT INITIAL SURGERY 
FOR BOWEL LESIONS 


M F 
Benign Polyp of 
SigmoiduGolon’ «5... ss.6.6:. I 2 
Diverticulitis .........6...6 | 
Chronic fibrous 
BID OIIOUIS 555.8 as sens I 
Hemorrhoids ............... l 2 


Benign Cystadenoma 
of Ovary 
Ventral hernia with included, 
adherent small bowel 
Glomerulonephritis .......... I 
Diabetes Mellitus ........... I 
Prostatic hyperplasia ........ I 
Entero-colic fistula 
\leo-ileal fistula ............. 
Arteriosclerotic heart disease 3 
Salpingo-oophoritis 


N=—-—— 





Table 1, revealed the location of the 
tumors in the bowel as indicated in 
Table 3. The extensions of tumor growth 
are shown in Table 4. The metastases 
already present on admission to the 
hospital for a bowel lesion are listed in 
Table 5. 

From a pathological standpoint the 
tumors showed a remarkable uniformity 
in type. They were adenocarcinomas 
with various degrees of inflammation 
and ulceration and the annular forms 
showed constriction of the lumen to as 
little as 4 mm. in diameter. Extension 
into the bowel wall, mesenteric lym- 
phatics and contiguous structures was 
studied by selective sectioning and 
staining.' One carcinoma of the cecum, 


was of the colloid variety with poor 


delimitation and extensive mesenteric 
involvement. 
Extension of the bowel tumor to 


neighboring structures was found fifteen 
times at operation and the sites of ex- 
tension are indicated in Table 4. The 
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most distressing course followed inva- 
sion of the lower urinary tract by tumor. 
Marked distortion of the trigone region 
was common in these patients who had 
pain and urgency early in their illness. 
With progressive invasion and necrosis, 
ascending urinary infection was a fre- 
quent complication. 

In one man and one woman in this 
group, great morbidity was directly 
attributed to this condition, and in one 
man was associated with uremia and 
death. In general the women patients 
recovered urinary bladder function with- 
in a week. The male patients had varia- 
ble amounts of distress and fifty per- 
cent presented a urologic problem for 
most of their hospital stay. Urinary re- 
tention was the most common symptom 
and occurred not only with slight pros- 
tatic hyperplasia but even in its absence. 

The grave prognosis for patients with 
adhesions, between the colon involved 
by carcinoma, and the urinary bladder 
has been pointed out recently.” 

E. R. Taylor and his Associate at the 
Mayo Clinic, studied fifty-nine cases of 
direct attachment of the bowel to the 
urinary bladder in operative cases of 
carcinoma above the rectum. One-third 
of their patients had inflammatory at- 
tachments without malignant invasion. 
Those with demonstrable ingrowth into 
the bladder wall, had lymph node in- 
volvement in 70 percent as compared 
to 57.4 percent for the group as a 
whole. The prognosis for three year 
survival was only 38.5 percent, for those 
with carcinoma in the bladder as op- 
posed to 57.1 percent in cases without 
tumor. 

The resectability rate was 
cent and the mortality 10.0 percent. 
Urinary symptoms were present in fifty 
percent of the patients and a few devel- 


75 per- 
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TABLE 3—LOCATION OF TUMOR 


M F 
Anterior rectal wall ......... 8 5 
Recto-sigmoid .... eee < 
Gecum ......... eee ee 2 1 
Encircling rectum ........ a I 
Encircling Recto-sigmoid ..... 6 3 


TABLE 4—EXTENSION OF TUMOR 


M F 
Perineal muscles . 3 
Postero-lateral left 
wall of abdomen ..... sue 2 
Invasion of prostate gland ... 3 
Invasion of urinary bladder .. 4 | 
Invasion of ileum ....... 2 


TABLE 5—METASTASES 


M F 
Bone + .. eae oT aes tere I 
lang* .... ne ice 2 
eee i nore | 
Peritoneum .. - gh ss or I 
ROMODNT Soe eiS Soe. s ; | 
Mesenteric lymph glands .... 3 
Periaortic lymph glands ..... 2 


+ Bone, spinal metastases in one patient. 
* Lung lesions are based on X-Ray find- 


ing. 


TABLE 6—COMPLICATIONS 


Post-operative Fecal Fistula .. | 
Post-operative Parotitis ...... I 
Hemorrhage from Ileostomy .. | 
Stricture of Ileostomy ....... | 
Stricture of Colostomy 

Se See rae 2 I 
Abscess of buttock .......... l 
Post-operative evisceration .. 2 
Abscess of abdominal wall ... 2 
Post-operative adhesions 
(requiring enterolysis) ...... 2 
Psychosis ..... oy AL ate | 
SMMNRR EDTA he seth 3, ANS I 
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oped fistulous connections between the 
bowel and bladder and passed feces and 
gas through the urethra. 

The urinary complications of abdomi- 
nal perineal resection have been one of 
the major post-operative difficulties en- 
countered by Buckwalter* and his asso- 
ciates at the University of Iowa Hospitals. 
They found that one hundred and eleven 
of one hundred and seventy-six patients 
had complications and roughly one-third 
had early urologic complications. These 
consisted of retention in thirty patients, 
infection in eight, urethral-perineal fis- 
tulas in four, and uremia in two. Per- 
sistent retention necessitated transure- 
thral prostatectomy in four patients. 

Baumrucker and Shaw‘ resorted to 
transurethral resection in seventeen of 
twenty-one men with persistent post- 
operative residual urine in a series of 
one hundred and five patients. These 
authors also showed that patients who 
could exert a 130 cm. water pressure 
in their bladders preoperatively had 
trouble developing one-half that pres- 
sure post-operatively. Regardless of the 
contention of the surgeons that no nerves 
to the bladder are injured, these patients 
had their feeling of fulness prolonged 
from 300 ce. to 500 cc. 

Infection of the abdominal wound is 
the second most common complication, 
and at times can be localized without 
further incident. Buckwalter* found dif- 
ficulty with the abdominal wound in 
thirteen percent of his patients and with 
the perineal wound in eight percent. In 
the group forming the basis for the pres- 
ent study wound infection was present 
in 33 1/3 percent (thirteen patients). 
Eight of these had severe abdominal 
wound infection with such serious re- 
sults as post-operative evisceration twice, 
abscess of the addominal wall three 
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times, and fecal fistula once. Two pa- 
tients had extensive peritonitis with the 
formation of adhesions which required 
enterolysis. These terse accounts sup- 
plement, in part, the statistical compila- 
tions of Table 6. 

Of serious import for the colostomy 
opening was infection of the abdominal 
wound containing the colostomy. Three 
patients needed extensive revision of the 
colostomy because of stricture following 
such infection. Where stricture occurred 
in a colostomy brought out through a 
separate opening revision of minor ex- 
tent was necessary only once. The peri- 
neal infections were associated with an- 
noying discharge, fissure production 
pain of variable duration and in one in- 
stance with abscess formation in the 
buttock. 

The advocates of extensive colon re- 
section for carcinoma have had their 
ideas vindicated when additional can- 
cers or polyps were found in the bowel. 
Thus Lillihei and Wangensteen’ found 
thiriy-eight percent of patients with 
polyps in bowel believed to be normal 
preoperatively. Further 18.6 percent of 
the group they reported either had or 
subsequently developed a second carci- 
noma of the colon. They repori an es- 
sentially normal bowel function after 
colon resection if no more than 20 cm. 
of ileum is removed. 


One man with a colloid carcinoma 
of the cecum, in the present study, had 
extensive resection of the ileum and de- 
veloped severe diarrhea. He has had a 
gradual loss of strength and has become 
almost cadaverous. 

There were seven deaths in thirty- 
nine patients, a percentage of 17.09 per- 
cent. Two men died on the first post- 
operative day. One was a severe diabetic 
who developed pulmonary edema, the 
other had a localized plastic peritonitis 
and pulmonary atelectasis. These pa- 
tients were respectively seventy-one and 
sixty-nine years of age. Two patients, a 
woman of sixty-five and a man of sixty- 
seven died of pulmonary embolism on 
the thirteenth and third days respectively 
postoperatively. One man, sixty-seven, 
died of uremia, nine days after opera- 
tion. He had a known glomerulonephri- 
tis and developed an ascending urinary 
infection. Invasion of the prostate gland 
and urinary bladder were evident in this 
patient at operation. One man, the 
youngest to die, was fifty years of age, 
and had a generalized carcinomatosis. 
A woman of sixty-three years died on 
the sixth post-operative day of peri- 
tonitis. She was a patient who had an 
infection which had 
produced amazingly huge pus accumu- 
lations in the subcutaneous fat about the 
colostomy. 


extensive wound 


Conclusions 


1. The noteworthy pathological 
conditions and complications are as- 
sessed in thirty-nine patients sub- 
jected to anterior resection and ab- 
dominoperineal resection over a five 
year period. 

2. The major complications are 
urological, infectious and mechanical 
in the order named. 
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3. The death rate of 17.09% is high 
and bears evidence to the critical con- 
dition in which several patients were 
first seen. 

4. A separate abdominal incision 
for the colostomy opening allows bet- 
ter positioning of the colostomy and 
reduces the incidence of neighboring 
infection and subsequent stricture. 
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Clini-Clipping 


Figure 2. Microscopic view of Mucoid Adeno- 
Malignant stric- carcinoma. 
ture of sigmoid. 


a. Proctoscopic view show- 
ing lesion encircling the 
bowel. 





b. Longitudinal view show- 
ing puckering of bowel 
wall inward with decrease 
of lumen. 


Figure 3. Cancer invasion. a. mucosa. 
b, muscle layers, ¢. serosa. 
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President's Page 


México, May 1958. 


While organizing the Tenth Annual Teaching Seminar, we always had in 
mind the fact that we were celebrating the Tenth Anniversary of our organ- 
ization. The International Academy of Proctology has been dedicated for 
ten years to the teaching and dissemination of new and old proctological 
information; not only to our members, but to all physicians and surgeons in 
all fields of medicine. This purpose was undoubtedly furthered at the Tenth 
Annual Teaching Seminar. We must always remember that the Academy is 
one of the largest and most active specialized organizations in the world, 
and that the number of attending fellows and guests to our Seminars grows 
every year. 


As the members of the Academy were coming to México with the purpose 
not only of attending the Seminar, but to celebrate this Anniversary, my 
colleagues of the Mexican Chapter, and I, did our best to do it properly. 
I now believe that this was accomplished. 


In spite of the long distance they had to travel, the attendance was good. 
We had a group of 130 people from the United States, all amiable and 
enthusiastic, who enjoyed and approved what we had planned. We had also 
attendance from Colombia, Cuba, Guatemala and Canada. There was a paper 
from Argentina. There was a large group of surgeons from México, both as 
speakers and members of panel discussions. Honorary Guests included the 
Dean of the Medical School and the Head of the Social Security Medical 
Service, and we had a good audience from México. 


This Seminar helped to strengthen the bonds of friendship between the 
United States and the Latin-American countries. We trust that the interchange 
of knowledge is not only helpful as a scientific fact, but that it will make 
strong and lasting friendships between our physicians, and through them, 
between our countries. The Scientific Program was very good; thirty-one 
excellent papers were presented. I want to thank, through these lines, all 
those who took time from their busy schedules to prepare a paper for the 
Seminar, or those who sent a film to be used for teaching purposes. 





All the papers were simultaneously translated into Spanish and English, 
through individual earphones, making it easy for every attending physician 
to understand clearly every scientific paper. They could ask questions of the 
speaker in their own language, and listen to the answers — also in their native 
language. This helped to make the Seminar interesting and helpful to every- 
body without the barrier of language. 


México is a country that has many attractions to offer its visitors, and 
we tried to condense in the few days the members of the Academy were 
here, a true though brief image of up-to-date México, and of what we 
inherited from past civilizations in tradition, culture, art and folklore. The 
Ladies Committee tried to keep the ladies busy while the members were at 
the meeting, showing them a little of how we really live, work and relax. 


We are proud that this Meeting, the first of the Academy outside the 
United States, was a success, to widen horizons for future Seminars of the 
Academy, and in a more personal way to return all the courtesies we always 
received from the officers and members of the Academy in our previous trips 
to the United States. 


I want to end these lines by thanking all the members of the Board of 
Trustees through whose confidence I was elected President of the Academy 
for this term, and to assure them and all the members of the Academy that 
I will try to maintain at high levels the prestige of the Academy, and to 
continue in the best traditions of the Academy as a teaching organization. 


FRANCISCO PUENTE PEREDA, M.D. 











Cutaneous Diseases 


of Perianal 


and Ano-Rectal Area 


MURRY M. ROBINSON, M.D. 
Washington, District of Columbia 


‘Lim are numerous conditions in the 
perianal and ano-rectal areas in which 
there is considerable overlapping in both 
dermatologic and proctologic interest. 
Many diseases involving these areas are 
rightfully considered within the scope of 
either specialty and their management 
is usually delineated only by the interest, 
knowledge and therapeutic ability of the 
physician to whom the problem is 
presented. 

The dermatologist’s interest in warts, 
nevi, and neoplasms in the perianal and 
anal areas is as acute as that of the 
proctologist. By virtue of training he 
feels that he is adequaiely equipped to 
treat many of these. The proctologist 
whose special training is in these areas 
also feels ably equipped to treat these 
conditions, This discussion will be 
limited to purely cutaneous diseases and 
cutaneous manifestation of systemic dis- 
eases that include manifestations in the 
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perianal and ano-rectal areas. It will not 
be a detailed presentation of each con- 
dition, but rather a panoramic view of 
non-surgical ano-perianal diseases. Ob- 
viously a brief treatment of such an 
extensive subject can only serve as a 
means of orientation. It is therefore not 
meant to be a definitive treatise. 
Perianal lesions are divided 
three groups, as shown in Table 1. 
Theoretically, we must admit that all 
disease are essentially systemic, and that 
the lesions that present themselves are 
merely the visible premonstration of the 
symptom complex, but since in many 
cutaneous diseases the systemic expres- 
sions are incidental to the known cutan- 
eous symptom pattern, this group can be 
separated from the one in which the 


into 
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TABLE1 .ANO-PERIANAL MANIFESTA- 
TIONS OF CUTANEOUS 


DISEASES 


@ Cutaneous manifestations of 


diseases. 


systemic 


@ Anal and perianal involvement of purely 
cutaneous diseases. 


@ Local lesions of the anal and perianal 
areas. 


TABLE 2 CUTANEOUS MANIFESTATION 
OF SYSTEMIC DISEASES 


@ ACUTE DISEASES 
A. Infections 
1. Systemic Bacterial Infections 
2. Systemic Viral Infections 
B. Acute Allergic Diseases 
1. Drug Eruptions 
C. Acute Diseases of Toxic or Unknown Origin 
1. Erythema Multiforme 
@ SUBACUTE DISEASES 
A. Subacute Bacterial Endocarditis 
@ CHRONIC DISEASES 
A. Infections 
1. Systemic Bacterial Infections 
2. Systemic Spirochetal Infections 
3. Systemic Richettsial or Viral Infections 
4. Disease of Protozoan Origin 


B. Chronic Allergic Diseases 
1. Fixed Drug Eruptions. 


TABLE 3 CHRONIC DISEASE OF THE 


ANO-PERIANAL AREAS 


@ SYSTEMIC INFECTIONS 
A. Tuberculosis, 
1. Tuberculosis Verrucosa Cutis 
2. Tuberculosis Cutis Orificialis 
3. Lupus Vulgaris 
B. Leprosy 
C. Granuloma Inguinale 


D. Systemic Spirochetal Infections 
1. Syphilis 
2. Yaws 
3. Pinta 
4. Bejel etc. 


D. Lymphogranuloma Venereum 
E. Diseases due to Protozoa 
F. Allergic Diseases 





cutaneous epanchement is incidental to 
the systemic disease. 

Systemic Bacterial Infections 
The proctologist will rarely be called on 
to help in these diseases. Since their 
very acuity puts them into the hands of 
the internist. The lesions in the anal and 
perianal areas are in no way different 
from those on the rest of the skin. They 
occur as a generalized eruption and are 
composed of: Wheals, vesicles, bullae, 
pustules, petechiae, purpuric spots and 
metastatic cutaneous nodules and ab- 
scesses. 

Depending on the type of bacterial 
infection involved, the dermatitis may 
be composed of special types of these 
lesions—for example: Rose spots are 
typical of typhoid fever, nodules are 
common in subacute bacterial endocar- 
ditis, petechiae are frequent in septice- 
mia and purpura following scarlet fever, 
etc. These are only a few examples. 
Practically every one of the acute sys- 
temic infections present some one or 
combination of lesions which diagnostic- 
ally characterize the disease. 

Systemic Virus Infections Herpes 
Zoster is an acute virus infection with 
nerve structures manifesting cutaneous 
lesions which are distributed along one 
or more peripheral sensory nerves. The 
lesions consist of groups of vesicles with 
erythematous bases. These vesicles may 
vary in size and number. Their contents 
may become purulent and hemorrhagic 
and the lesions may be sufficiently 
destructive so as to leave scars. Hyper- 
aesthesias, neuralgic pain, and general 
malaise are frequently associated with 
the disease. The neurologic pain may 
persist long after the cutaneous mani- 
festations have disappeared. 

Acute Allergic Diseases 
Drug Eruptions The most important 
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of the acute systemic allergic diseases 
occurring in the perianal areas are the 
drug eruptions. Their exact mechanism 
is not completely understood. The lesions 
in the ano-perianal areas are similar to 
the cutaneous manifestations on the rest 
of the body. However, they may appear 
solely in the ano-perianal area, and con- 
sist of macules, papules, wheals, nodules, 
bullae and vesicles. The allergic +xe- 
sponse to other substances can occur as 
part of a generalized eruption resulting 
not only from introduction of the aller- 
gen into the system thru the respiratory 
tract or alimentary canal, but also from 
the reactions to an externally acting al- 
lergen as well. 

Erythema Multiforme Among the acute 
diseases of toxic or unknown origin, 
Erythema Multiforme is the most com- 
mon. An acute inflammatory disease 
which is characterized by macules, pa- 
pules, vesicles and bullae, it is responsible 
for considerable discomfort and some- 
times presents a real diagnostic problem. 
The lesions vary greatly in size and con- 
figuration. Bizzare forms such as iris 
type lesions, circinate, and marginate 
lesions, are frequently seen. The mucous 
membranes are often involved. The ap- 
pearance of lesions in the ano-perianal 
areas coincides with the appearance of 
lesions elsewhere on the body. 

Numerous etiologic theories have 
been formulated as to the causation of 
this disease. Some cases have been 
recognized as being definitely allergic in 
nature, In others, virus etiology and the 
coexistence of foci of infection have 
been thought to be significant. Obviously 
this disease has multiple etiologic fac- 
tors, The response to treatment furthers 
the concept of its multiple etiology. In 
some cases response to corticosteroids is 
often dramatic. In others it is valueless, 
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while other drugs such as sulfonomides 
and antihistamines have given prompt 
relief. A variation of this disease attacks 
the anal area: Ectodermosis is erosiva 
pluriorificialis (Stevens-Johnson 
drome). 

Subacute Diseases The important 
entity is Subacute Bacterial Endocardi- 
tis, Petechiae which occur on the rectal 
or sigmoid mucosa are supposed to be 
an early sign in the disease, and con- 
sidered diagnostic. 

Chronic Diseases 

Systemic Infections Among the 
chronic diseases which involve this area 
the systemic infections are paramount, 
as shown in Table 3. 

TUBERCULOSIS 
Tuberculosis verrucosa cutis occurs 


syn- 


as an inoculation form of tuberculosis, 
but differs from ordinary inoculation 
tuberculosis in that lymphatic involve- 
ment is absent. It is usually due to 
accidental infection and begins as a 
papule, a papulopustule or a vesicopus- 
tule at the site of an abrasion and then 
spreads peripherally. Warty and horny 
lesions are characteristic. Later on pus- 
tules appear among the verrucous pro- 
jections, and suppurations may appear 
in the interstices of the warty digita- 
tions. As the disease progresses the 
lesions become exuberant and frambesi- 
form. 

Tuberculosis Cutis Orificialis occurs 
as a rule in individuals suffering from 
intestinal tuberculosis. The lesions de- 
velop about the mucocutaneous junction. 
The characteristic lesion is an indolent 
round ulcer with a granulating base. 
The disease may exist as a single ulcer, 
but usually these ulcers are multiple and 
show no tendency to heal. The disease 
has protean morphologic tendencies and 
shows up in addition to ulcers, as 


217 











nodules, infiltrated plaques, miliary 
granules and verrucous masses, The 
disease may progress to form the char- 
acteristic lesions of Lupus Vulgaris. 
This disease was at one time most com- 
mon in Europe particularly in those 
areas in which there was a deficiency 
of sunlight. It has always been uncom- 
mon in the United States. The lesions of 
this disease assume every known varia- 
tion of the granulomatous process. 
Ulcers, nodules, verrucous plaques, 
sclerotic masses, etc. Because the dis- 
ease is so chronic and destructive, 
mutilations occur. 

Leprosy does not as a rule present a 
diagnostic problem. In the areas of the 
world in which it is indigenous, the 
practitioner is quite alert to its mor- 
phologic characteristics and in other 
areas it is rare enough to be unimpor- 
tant. It does not as a rule occur as 
anorectal lesions, but rather as lesions 
on the buttocks, 

GRANULOMA INGUINALE is common in 
the anal area. The lesions occur more 
frequently only on the genitalia and the 
perineum. Occasionally lesions may 
occur elsewhere, but they are rare. When 
it involves the anus it may eventually 
lead to strictures, and in this form it 
strongly resembles lymphogranuloma 
venereum. The early lesion is cutaneous 
and occurs as a papule or nodule, but 
rapidly becomes eroded and presents its 
typical aspect as beefy, red granulation 
tissue, which bleeds on the slightest 
trauma. It extends slowly and peripher- 
ally without any tendency to regression. 
The surface becomes covered with a 
putrid exudate. Although regional ade- 
nopathy is not usual, elephantiasis may 
result from the scarring process which 
extends until the lymphatics are blocked. 
The important differential factor is the 


common concurrence of this disease 
with squamous cell carcinoma. The neo- 
plasm frequently starts in the granula- 
tion tissue, and its morphology is so 
identical with that of the granulomatous 
lesion that early detection is extremely 
difficult. It responds to adequate and in- 
tensive therapy using most of the broad- 
spectrum antibiotics. 

SYSTEMIC SPIROCHETAL INFECTIONS 
Syphilis Among the spirochetal diseases, 
syphilis, of course, is the most glaring 
example. It is useless and impossible to 
discuss the disease in detail in this dis- 
cussion, but some of its manifestations 
in the ano-perianal area present occa- 
sional diagnostic problems and are 
worth while reviewing. The chance in 
this area is a bit unusual and unless one 
keeps it in mind it may be missed. It 
has a typical punched out appearance 
similar to its appearance on the genitals, 
but because it occurs in the ano-rectal 
area it may be maccerated and over- 
grown with intestinal bacteria. Second- 
ary lesions are more common and may 
manifest themselves as mucous patches. 
Maculo-papular lesions and what is more 
common, warty, smelly growths (Con- 
dylomatalata). Here the differention 
between this type of lesion and accumin- 
ate warts are important, from the stand- 
point of therapy. The Tertiary Gummas, 
ulcerations and diffuse syphilitic infil- 
tration must be differentiated from neo- 
plasm, and phagodenic ulcers by the 
serologic tests for Syphilis. 

Yaws The lesions of yaws are similar 
to those of syphilis, and for all intents 
and purposes the disease is the same. 
Differential diagnosis is not a problem. 
In the geographic areas in which this 
disease is common, it is easily recog- 
nized, There is still considerable con- 
troversy on the subject of syphilis and 
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yaws. Are they the same diseases or are 
they separate entities? 

Pinta produced by the Treponema 
Carateum is known by many names in 
many countries—Mal de Pinto, Blue 
Disease of the Chillos Valley, Poquite, 
Tinna, Cute, Catine, Quiriqua and Puru 
puru, It is almost exclusively confined 
to the warm zones of the Americas, and 
to the colored races which live there. 
Here also, the disease presents no prob- 
lem because in those geographic areas 
to which the disease is confined even the 
patient himself can usually make the 
diagnosis. 

Lymphogranuloma Venereum is not 
truly a viral disease. The etiologic agent 
is a Chlamydozoaceae which is larger 
than a virus and more closely resembles 
a Rickettsia, since it also has an enzyme 
system in part and reproduces by binary 
fission. The viruses do not have either 
of these two properties. 

The disease is essentially a systemic 
one which may have generalized symp- 
toms of lymphadenopathy, polyarthri- 
tis, splenomegaly, and various pano- 


ramic eruptions such as_ urticaria, 
erythema nodosum, erythema multi- 
forme-like, scarlatiniforme eruptions 


and disseminated ulceration. It is us- 
ually transmitted by sexual activity. In 
women the ano-rectal lymphatics rather 
than the inguinal lymphatics may be 
involved. Chronic inflammatory and 
lymphatic obstruction leads to rectal 
stricture and perineal distortion. The 
chronic ulcerative process which in- 
volves the anus and lower rectum may 
be superficial, perforating, hypertrophic, 
or mixed. The rectal strictures which 
occur later involves the female by pref- 
erence, are located in the lower 10 cm. 
of the bowel. It may resemble any in- 
flammatory and ulcerative lesion of the 
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- surgical management, 


area. Differential diagnosis is established 
by the Frei skin test. A positive reaction, 
of the delayed tubercular type, in 72 
hours, is diagnostic, Treatment of the 
disease is both medical and surgical. 
The strictures can only be improved by 
The fluctuant 
buboes which are common in the dis- 
ease are best aspirated. The disease 
itself is treated by oral administration 
of antibiotics and sulfonamides, and by 
injections of Frei antigen, potassium 
and lithium antimony tartrate. 
SYSTEMIC INFECTIONS DUE TO PROTOZOA 

Amebiasis occasionally _ produces 
perianal lesions. It usually occurs as 
extensions of rectal and colon involve- 
ment by superimposition of the ame- 
biasis on a previously existing condition 
such as condylomata or fistula in ano. 
The lesion is usually nondescript, resem- 
bling a phagedenic ulcer, with sharply 
demarcated raised borders which con- 
tain whitish necrotic sloughs. It is 
insensitive and therefore frequently 
escapes notice until the lesion becomes 
so prominent that further investigation 
becomes imperative. Other types of 
lesions are composed of hard nodules. 
Many times these have been mistaken 
for neoplasms and patients have under- 
gone extensive major surgery as a result 
of mistaken diagnosis. 
FixEp Druc ERUPTIONS 

Certain drugs which are normally 
taken habitually such as phenolphtalien, 
barbiturates, aspirin and other coal tar 
products, can produce a chronic form 
of skin disease. In this manifestation 
of a drug idiosyncrasy the lesions occur 
in the same area every time the offend- 
ing substance is ingested. The anal- 
perianal area is not immune to this 
reaction. Neither is it more susceptible 
than other parts of the integument. 
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TABLE 4 ANAL AND PERIANAL 
INVOLVEMENT OF CUTANEOUS DISEASES 


@ BACTERIAL INFECTIONS 
@ MYCOTIC INFECTIONS 
A. Tinea 
B. Moniliasis 
@ DISEASES OF UNKNOWN ORIGIN 
A. Seborrheic Dermatitis 
B. Acanthosis Nigricans 
C. Lichen Planus 
D. Lichen Sclerosis Vel Atrophicus 
E. Granuloma Anulare 
F. Psoriasis 





Bacterial Infections are usually lim- 
ited to the pyogenic types, and are 
easily recognized, 

Diseases Due to Fungi 

Tinea Cruis (Eczema Marginatum) 
is usually due to infection with Epider- 
mophyton floccosum and T. purpureum. 
It occurs as an extension backward from 
the involvement of the crural areas. 
The disease starts as a few circinate 
patches which coalesce to form large 
plaques with sharply demarcated mar- 
gins, which may be straight or scalloped 
and which are somewhat infiltrated. 
The eruption extends peripherally with 
tendency to central clearing. Fissures 
are common and pruritus may be partic- 
ularly distressing. It should be differ- 
entiated from moniliasis, seborrhea, 
and bacterial intertrigo. 

Moniliasis usually involves the inter- 
gluteal folds and occurs at first as a 
superficial dermatitis in which redness, 
abrasion and maceration is character- 
istic. The moisture which is character- 
istic in this area leads to fermentation. 
The skin becomes raw resulting in 
abrasions and erosions. 

Monilia (Candida Albicans) is usually 
implicated as the causative agent, but 
many feel that streptococci and staphy- 


lococci are really to blame and that the 
Monilia which is constantly present is 
only there because it finds this environ- 
ment favorable to its luxuriation. 
Diseases of Unknown Origin 

Seborrheic Dermatitis has some rather 
characteristic features which facilitate 
the diagnosis. Its distribution is sug- 
gestive. The scalp is usually first in- 
volved. From there it spreads in the 
following order: Eyebrows, forehead 
above the bridge of the nose, nasal folds, 
retroauricular areas, presternal and 
interscapular areas, axillae, under the 
breasts in women, crural and gluteal 
folds may become generally involved. 

The morphologic appearance of the 
lesions is that of scaly patches with 
rather indistinct margins. The surface 
has a tannish greasy overcast on a 
mild erythematous background. In the 
perianal area the margins may be more 
distinct. 

That there is an endocrinologic back- 
ground to seborrhea seems quite clear. 
The endocrine states associated with 
obesity seems to facilitate the develop- 
ment of seborrhea. Eunichoids are us- 
ually free of disease, but when they are 
treated with the male hormone, seb- 
orrhea develops. Corticosteroid therapy 
is followed by an exacerbation of exist- 
ing seborrhea. Emotional influences un- 
doubtedly are modifying factors. Ten- 
sion, fatigue, and worry definitely pro- 
duce aggravation of the disease. In 
the perianal and crural areas, seborrhea 
predisposes to secondary infection with 
pyogens and monilia, and to the develop- 
ment of Neurodermatitis and resistant 
pruritus ani. 

The lesions of Acanthosis Nigricans 
are symmetrical and occur not only in 
the perianal area, but in the axillae, on 
the neck, face, flexors of elbows and 
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knees, backs of hands, forearms, breasts, 
inner surface of thighs, genitals, perineal 
and gluteal areas and occasionally on 
mucous membranes. The skin is deeply 
pigmented and markings are 
aggerated. The surface is studded with 
vegetating 


ex- 


nodules, papillomata or 
masses which may become markedly 
verrucous. The disease occurs in two 
groups of individuals: In children it 
may occur at birth and have no sig- 
nificance. In adulthood it is a predictor 
of malignancy since it is accompanied 
by cancer. These cancers are of the 
glandular type, which originate in lungs 
and thorax in 5% of the cases and in the 
abdomens in 95%. Resection of the 
cancer may be accompanied by a re- 
gression of the cutaneous lesions, and 
the rapid spread of the cancer may be 
accompanied by an expansion of the 
disease. 

Lichen Planus is a fairly common 
disease. It is an inflammatory derma- 
tosis characterized primarily by the 
appearance of polygonal, violaceous, 
flat-topped papules. When discrete the 
lesions are relatively small and glisten- 
ing, but they may and frequently do 
coalesce to form rough scaly patches. 
Lesions occur on all the mumous mem- 
branes including those of the rectum 
and even the stomach where the lesions 
form a white lacy network and resemble 
the type that appear on the buccal 
mucosa. 

The etiology of the disease is un- 
known. Nervous exhaustion is thought 
to be an important contributing factor. 
Many cases can definitely be seen to 
follow sudden severe emotional shock. 
The disease is extremely chronic, but 
clears eventually. Although it may last 
for many years, treatment in many cases 
seems to speed recovery. 
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The treatment is not specific and 
consists basically of good physical and 
mental hygiene and rest, antipruritics to 
control the symptom which may be 
quite severe, superficial X-ray therapy, 
and the administration of heavy metals 
by mouth or by infections. Even under 
the most diligent and intensive therapy, 
resolution may be delayed. 

Lichen Sclerosis Vel Atrophicus is a 
disease which resembles lichen planus. 
It has a preference for involving the 
anal and genital areas particularly in 
women and in some cases may be con- 
fined to this area. In most cases, how- 
ever, it becomes more widespread and 
involves the neck, forearm, shoulders 
and the axilla. The disease is an un- 
usual one and the lesions are strikingly 
atrophic. The initial lesions are ivory 
white macules and firm papules with 
keratotic plugging. As the disease pro- 
gresses the area becomes diffusely 
atrophic and depigmented. It was 
originally thought to be a variance of 
lichen planus, or a variance of white 
spot disease, but later it was established 
as a clinical entity. The treatment of 
this disease is completely unsatisfactory. 

Granuloma Annulare is an uncommon 
chronic degenerating change in the 
corium. Lesions are annular whitish or 
flesh colored and composed of multiple 
nodules. They may be single or multiple 
and vary from one to several centimeters 
in diameter. Although the disease does 
not have predilection for the anal region, 
it can occur anywhere, and has been 
found in that area. When it occurs in 
the perianal area it can easily be mis- 
taken for tinea. A biopsy will establish 
the diagnosis, and in many cases will 
result in the disappearance of the disease. 
The reason for this reaction is unknown. 

Psoriasis is chronic and recurrent. 
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TABLE 5 LESIONS OF THE ANAL 
AND PERIANAL AREA IN 
LOCALIZED CUTANEOUS DISEASE 


LOCALIZED CUTANEOUS LESIONS IN THE 
ANO-PERIANAL AREA 


A. Dermatitis and Mucositis of Contact Origin 
1. Due to primary irritants. 
2. Due to allergenic substances. 
B. Neurodermatosis 
1. Pruritus Ani 
2. Lichen Simplex Chronicus 
C. Local Infection 
|. Abscesses 
2. Ulceration 
3. Condyloma Accuminata 
4. Diffuse infections by various organisms 
D. Neoplasm 
1. Benign Tumors 
2. Malignant Tumors 
E. Nevi 





It has a number of features which makes 
it easy to diagnose when it is clear-cut. 
Historically, it was probably one of the 
diseases which was described in biblical 
times. The primary lesion is a red 
papule or plaque, which has sharply 
defined borders and is covered with 
heaped up micaceous scales. These 
scales when scraped leave bleeding 
points. (Auspitz’s sign). The lesions 
may coalesce to form gyrate and bizarre- 
ly annular lesions. In the anal and 
other intertrigenous areas, the appear- 
ance is somewhat different. The lesions 
become diffuse and fissured because of 
location and the moisture present. It 
may become secondarily invaded by 
bacteria or candida. 

Psoriasis can be frequently improved 
by many methods of therapy. In the 
intertrigenous areas, however, it is ex- 
tremely resistant. The lesions in this 
location may persist when they have 
disappeared from other body areas. 
Treatment is non-specific. X-ray, Ultra- 
violet light, topical medication, mer- 


curials by mouth or injections are effec- 
tive means of therapy, but are not 
effective in all cases. 

Localized Cutaneous Diseases 

Dermatisis and Mucositis of Contact 
Origin Neoplasms, pyogenic infections 
and ulcerations fall into this grouping. 
which are basically non-surgical. They 
are diseases which are due to contact 
with allergenic or primary irritative 
substances, and the neurodermatitides. 

The primary irritants produce chemi- 
cal burns of both the skin and mucous 
membranes and are in ro way different 
from similar injuries elsewhere. The 
contact dermatitides which occur as a 
result of allergenic substances are 
usually erythematous and vesicular and 
are commonly caused by such things as 
poison ivy in accidental contact or by 
an allergic response to such things as 
toilet tissue, materials used in the manu- 
facture of undergarments, etc. The 
greatest etiologic factor in the develop- 
ment of contact dermatitis in this area 
is the use of topical medication or sup- 
positories used for the treatment of other 
ano-rectal diseases. Treatment depends 
on the removal of the offending sub- 
stance from the environment and sooth- 
ing of the inflamed area before active 
therapy of the underlying pathology is 
again attempted. 

Neurodermatoses are sometimes the 
most difficult of all ano-perianal 
diseases to control. The intense pruritus 
with its resulting excoriations may give 
rise to other conditions. In the process 
of seeking relief from itching the sufferer 
will scratch, rub, and pinch at the area. 
All sorts of chemicals, topical medication 
and even mechanical contrivances are 
used in an attempt to obtain relief. 
Contact dermatitis, burns, abscess, and 
ulcers are not an uncommon result. In 
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some cases foreign bodies have been 
inserted in to the anal opening in an 
attempt to scratch that area. After the 
most common rubbing, where the reac- 
tion is fairly well limited, a condition 
known as lichen simplex chronicus or 
circumscribed neurodermatitis results. 

Treatment of this group can some- 
times tax the ingenuity of the best 
practitioner. Antipruritics must be 
effective, hypoallergenic and non-irrita- 
tive. Scrupulous attention must be paid 
to hygiene, and elimination. A thorough 
search must be made for infections and 
infestations. Skin tags and hemorrhoids 
should be eliminated. Persistent search 
for cause, and soothing therapy both 
medical and psychologic will give better 
results than any surgical intervention. 
The introduction of topical corticos- 


teroids has been a great help in con- 
trolling the disease. Drastic therapy 
such as X-ray, injections of alcohol, 
novocaine and surgical resection is sel- 
dom indicated and should be only used 
as a very last resort. 

Comment It is obvious that this 
résumé of ano-perianal manifestations 
of cutaneous diseases is not as complete 
as it could be. It is also true that many 
diseases have been left out of this dis- 
cussion because the incidence in which 
ano-perianal manifestation may occur is 
slight. 

Mainly, my task has been to present 
a practical review of the various non- 
surgical lesions on which the proctolo- 
gists may frequently be called upon to 
pass judgment. 
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Opportunity TESTES ESET TTT 


| yes INTERNATIONAL ACADEMY of Proc- 
tology is the outstanding teaching or- 
ganization in proctology today. Its objectives 
are purely educational, as represented by 
the Journal, the Annual Teaching Seminar 
of the Academy (at which there is no 
registration fee and all physicians are wel- 
comed), and the regional Chapter Meet- 
ings. 

The Academy is the largest proctologic 
society in the world today. The liberal and 
advanced educational policies, and the op- 
portunity for all classes of membership to 
share equally in the teaching programs of 
the Academy, as well as in the social events, 
are some of the reasons for this growth. 
The Academy is a friendly organization, 
and regardless of whether your affiliation 
is at the Affiliate Fellowship level or the 
full Fellowship level, you will be welcomed 
and treated as an equal in all Academy 
activities. 

Affiliate Fellowship is available to all 
physicians who are members of the Ameri- 
can Medical Association. 

If you are interested in proctology and 
if you are a member of the American Medi- 
cal Association, you may apply for Affiliate 
Fellowship in the International Academy of 
Proctology. 

Please send the application form, after 
completion, to the International Academy 
of Proctology, 147-41 Sanford Avenue, Flush- 
ing 55, Long Island, New York. The fee for 
Affiliate Fellowship certification is only 
$10.00. 

Affiliation at the higher levels of Associate 
Fellowship and full Fellowship will be made 
available to those who qualify. 


OOOO OOOO OOOO ODD DDD! 


The qualifications for these grades are 
as follows: 

Associate Fellows shall be such physicians 
who have qualifications just short of those 
required for Fellowship, but in several years 
probably will meet the Fellowship require- 
ments. Affiliate Fellows who have been mem- 
bers of the Academy for a period of not 
less than one year and who have been en- 
gaged in proctology or an allied specialty 
for a period of not less than five years, 
may apply for advancement to Associate 
Fellowship. 

Fellows shall be physicians having the 
following qualifications: Teaching or Faculty 
appointments in a recognized medical Col- 
lege, or Chief of the Department of Surgery 
of a recognized hospital, or consultant rank 
in proctology or surgery in a recognized 
hospital, or Fellowship in the American Col- 
lege of Surgery, or the International College 
of Surgeons, or Diplomate of the Board in 
Surgery or Proctology. Physicians who have 
been Associate Fellows of the Academy for 
a period of not less than two years, or who 
have become Diplomates of the American 
Board of Surgery, in Proctology, or the 
American Board of Proctology or the In- 
ternational Board of Proctology, may apply 
for advancement to Fellowship. Those 
candidates for advancement to Fellowship 
living in a foreign country where such a 
qualifying Board or Organization does not 
exist shall submit qualifications of an equal 
standard. 

Applications will be processed without 
delay, and you will be welcomed into this 
teaching Academy. 
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An applicant must be a member in good standing of his County and State Societies and the American 
Medical Association. 
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I hereby make application for Affiliate Fellowship [J Associate Fellowship [J Fellowship [] 
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8. SPECIAL TRAINING IN SURGERY . 
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BR ee A iy (8 Lo 6 ©) | a SR ee Se Ra Cee ane ee REE 
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16. Medical and Surgical Societies (cont'd) 


American College of Surgeons ........... Year. 








American Board of Surgery and/or Proctology .... 
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I hereby agree that I will abide by the action of the Executive Council of the International Academy of 
Proctology on this application, and that if rejected, I will in no wise hold the said Executive Council legal- 
ly responsible for such action. I enclose $100.00 certification fee for Fellowship or Associate Fellowship, 
or $10.00 for Affiliate Fellowship, the yearly dues thereafter to be $25.00, $5.00 of which is for a year's 


subscription to the American Journal of Proctology. 
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Operation by Combined Proctotomy 


The Tight Anus 


WILLIAM LIEBERMAN, M.D., F.A.C.G., F.1.A.P.* 


yi tight anus is an anus 
into which it is difficult or impossible 
to insert the index finger. There are 
three types: 1, the spastic sphincter; 
2, the true stenosis or stricture; 3, the 
malignant stricture. This paper is con- 
cerned principally with the true stenosis 
of benign type. 

A distinction is sometimes made be- 
tween stricture and stenosis, the former 
referring to narrowing of a passageway, 
such as the anal canal or the rectum, the 
latter referring to narrowing of an 
opening, such as the anus. 

Among the causes of type 1 (the spas- 
tic type of tight anus) are fissure, the 
most frequent cause, inflamed hemor- 
rhoids, anal irritations of all kinds, 
lodging of small sharp foreign bodies 
(such as spicules of swallowed bone), 
also ulcerative colitis, amebic or bacil- 
lary dysentery and tuberculosis. 

The treatment of the spastic type is, 
of course, the treatment of the causative 
condition. Excision of the fissure, pal- 
liation or removal of hemorrhoids, in- 
fected crypts, extraction of foreign 
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bodies, etc. In addition it may be nec- 
essary to allay spasm by dilatation, by 
partial incision of the external sphincter 
or injection of a long lasting anesthetic 
in oil, hot sitz baths or compresses, 
anesthetic ointments, warm oil instilla- 
tions or, a combination of these plus 
sedation and analgesics, | 

The principal causes of- the: second 
type, i.e., anal stricture, or stenosis or 
fibrotic sphincter or inelastic anus, as 
it is variously called, are: 

Syphilis 

Gonorrhea ak 

Lymphogranuloma Venereum 

Tuberculosis . 

Chronic Ulcerative Colitis 

Trauma 

In syphilis pain is usually not severe 
and the primary condition, sometimes 
mistaken for fissure,, may heal spon- 
taneously. The treatment is the treat- 
ment of syphilis. 

Gonorrheal proctitis occurs in_ pa- 





* Attending Proctologist, Dept. of Surgery, 
the Unity Hospital, Brooklyn, - New York: 

Presented at the Tenth Annual.Teaching Semi- 
nar in Mexico, April 1958. 
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tients with gonorrheal vaginitis by pas- 
sage of secretions from vagina to anus, 
sometimes by means of toilet paper. 

Lymphogranuloma Venereum pro- 
duces strictures often accompanied by 
fistula, more frequently in the female. 
The Frei test is positive. 

Tuberculosis may cause stricture by 
a confluence of ulcerations. Chronic 
ulcerative colitis may produce scarring 
of the bowel wall in its advanced stages. 

Trauma is the most frequent cause 
of anal stenosis. The most frequent 
trauma is anal operation, most usually 
hemorrhoidectomy. The cause may be 
removal of excess tissue or poor after- 
care with lack of proper dilatations. 
Some patients are particularly prone to 
excessive scar formation. The Whitehead 
operation was formerly a frequent cause. 
Operation of hemorrhoids in the pres- 
ence of acute infection may lead to 
stenosis. 

Repeated trauma to the sphincter by 
forcible dilatation or divulsion may pro- 
duce a fibrous deposit in the sphincter 
which then becomes contracted and in- 
elastic. The same process may occur 
after many years of hard bowel move- 
ments with recurrent fissures and con- 
sequent fibrosis. 

The incidence of post-hemorrhoidec- 
tomy stenosis may be decreased by leav- 
ing areas of intact skin and mucosa be- 
tween each hemorrhoid excised, by 
ligating the pedicles at different levels 
so as not to leave a continuous circular 
scar; it is well to avoid clamping any 
skin or tissue which is not to be re- 
moved. Avoid burying catgut ligatures, 
stopping small bleeders as much as pos- 
sible by pressure or coagulation rather 
than ligating; spare skin and mucosa 
by keeping incisions close to the hemor- 
rhoid thus forming a narrow pedicle. 


Post-operative dilatation by insertion of 
a lubricated finger will break up new 
adhesions. This is begun about the 
seventh to tenth day, once or twice a 
week as required. 

Treatment The cause of the steno- 
sis is treated if it is still active. 

In the early form of anal fibrosis or 
stenosis, dilatation with or without 
anesthesia, may be helpful, but usually 
cannot be depended upon for a satisfac- 
tory result. Relief may be temporary. 
Dilatation is accompanied by warm ir- 
rigations of water, or oil instillation. 
Usually, in these cases, surgery is neces- 
sary. 

The usual procedure is a posterior 
proctotomy. The term proctotomy in- 
cludes incision of rectum or anal canal. 
The proctotomy is a radial incision 
through the scar or sphincter or both, 
usually in the posterior midline. A pack- 
ing of a gauze strip with vaseline or 
other ointment rubbed on its surface is 
placed in the anal canal. This is pre- 
ferred to vaseline gauze which does not 
have enough body to help prevent bleed- 
ing by its pressure. Larger stools are 
helpful in maintaining a larger lumen 
and are brought about by means of bulk 
additives and a moderate amount of 
roughage in the diet. Frequent dilata- 
tions are helpful in maintaining the new 
lumen. 

I would like to make the suggestion 
that it is not always essential to adhere 
to the usual textbook dictum that the 
sphincter must be cut in only one place 
at a time. I have, on occasion, incised 
a tight sphincter both posteriorly and 
anteriorly to varying degrees, when a 
posterior proctotomy did not seem to 
relax the anus sufficiently. The safest 
place to incise is posteriorly, but an 
additional incision of a partial degree, 
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according to need, can be made ant- 
eriorly. Care must be taken to use good 
judgement as to when to perform the 
anterior incision, and how deeply to go. 
The depth must be carefully controlled 
not to damage structures lying anterior 
to the anus and rectum. This is the 
reason why one avoids internal anterior 


proctotomy (within the rectum). 

The combined anterior and posterior 
proctotomy described here has not pro- 
duced incontinence in my patients and 
it has helped in refractory cases to re- 
store the normal lumen of the anus. It 
is essential, it must be stressed, that the 
method be used judiciously. 


Summary 


1. Classification, causes, prevention 
and treatment of various types of anal 
stenosis and sphincter tightness (spas- 
tic and fibrotic) are discussed. 

2. Surgery by posterior proctotomy 
is discussed and a _ procedure of 


judicious anterior and posterior com- 
bined proctotomy in severe or re- 
fractory cases of anal strictures and 
stenosis is suggested. 


198 Linden Boulevard 





Clini-Clipping 





A. Spastic Colon 


Descending Colon 
Squeezed Down 
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B. Atonic Constipation 


Distended Descending Colon 
and Sigmoid Colon 
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From left to right: Dr. 
Grande Ampudia; Dr. 
Lahvis; Dr. Lieberman; 
Dr. Garcia Noriega; Dr. 
Halligan; Dr. Puente 
Pereda; Dr. Montafiez 
(standing up); and Dr. 
Maynez Puente at the 
Convocation. 


Tenth Annual Teaching Seminar 


The Tenth Annual Teaching 
Seminar of the International Academy 
of Proctology was held in Mexico City, 
Mexico, under the auspices of the 
Academy and the direction of the Mexi- 
can Chapter of the Academy. 

Not only on the scientific level, but 
also from the social and organizational 
viewpoints, the meeting in Mexico City 
was an unusual and exceptionally fine 
Seminar. A remarkable program was 
developed under the direction of the 
President, Dr. Francisco Puente Pereda, 
and his excellent Committee, Dr. En- 
rique Grande Ampudia, Dr. David Cal- 
villo Ayala, Dr. Fernando Diaz Balles- 
teros, Dr. Octavia Montanez, Dr. Samuel 
Gutierrez Vazquez, Dr. Gilberto Flores 
Izquierdo, Dr. Jorge Obregon Y. Corral, 
Dr. Alfonso Ramirez Galindo, Dr. Salva- 
dor Ascencio Parada, Dr. Ernesto Maris- 
cal, and Dr. Francisco Victor Alvarez. 

All papers were read simultaneously 
in Spanish and English, through indi- 
vidual earphone sets of the U.N. As- 
sembly type, with the translation per- 
sonnel of the U.N. 

Thirty-two excellent scientific papers 
were heard during the Scientific Ses- 
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sions, and.the motion picture seminar 
listed excellent teaching films. Atten- 
dance was very good at all sessions. 

The ladies program was especially 
interesting, and included tours of 
Chapultepec Castle, tours of private 
homes and gardens, a visit to the fabu- 
lous University City, and a colorful 
charra (cowboy) festival. The Dinner 
Dance was a brilliant affair, and the 
entertainment that followed, sponsored 
by Aeronaves de Mexico, (Mexican Air- 
lines) was colorful, exciting and unique 
to Mexico. 

The patrons of this convention in- 


cluded: 


Instituto Mexicano Aeronaves De Mex- 
Del Seguro So- ico |. 





cial Laboratorios Car- 
Secretaria De Ag- not 

ricultura Laboratorios Far- 
Sanatorio De Ha- __biosa, S.A. 

cienda Laboratorios Seno- 


Laboratories Rous- 
sell 

Cyanamid De Mex- 
ico, S.A. 


siaip 
Arlington Funk 
Laboratorios 

Grossman 


The Honorary Members present in- 
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YEOMANS ROTATING RECTAL BIOPSY FORCEPS 
Cat. No. 387 : 


ESTABLISHED IN 1900 BY REINHOLD WAPPLER 





American Cystoscape Makers Ine, 


—____ 8 PELHAM PARKWAY __ __PELHAM MANOR, N.Y. 

















From left to right: Dr. Maynez 
Raoul Fournier, Dean of the Medical School; Dr. Puente Pereda; Dr. Pedro Ramos. 


cluded, Sr. Dr. Gilberto Flores Munoz, 
Sr. Lic. Don Raul Noriega, Sr. Dr. 
Mauro Loyo Diaz, Sr. Sr. Dr. Raul 
Fournier Villada, Sr. Dr. Jose Garica 
Noriega, Sr. Dr. Ruben Lavalle Argudin, 
Sr. Dr. Adan Velarde Y Oaxaca. 

The Eleventh Annual Teaching Semi- 


From left to right: 
Mrs. Puente Pereda; 
Dr. Garcfa Noriega; 
Dr. Halligan; Dr. 
Puente Pereda; Dr. 
William Lieberman. 4 
At the Cocktail ‘ig 

Party. 


Puente; Dr. Garcia Noriega; Dr. Mariscal; Dr. 


nar of the Academy will be held in 
New York City, April 6-9th, 1959, at 
The Plaza Hotel. The United States 


Chapters of the International Academy 
of Proctology look forward to returning 
the courtesies and remarkable hospi- 
tality of our Mexican hosts. 





Left to right: Dr. Garcfa Noriega; Mrs. Loyo; Dr. Mauro Loyo, Medical Director of the Social 
Security Institute; Dr. Halligan; Dr. Puente Pereda; Dr. Grande Ampudia; Dr. Ramirez Galindo. 
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Greater comfort...faster healing 
after anorectal surgery 
when your standing orders specify 


a soft cotton flannel pads saturated 
with witch hazel (50%) and 
glycerine (10%), pH about 4.6 


Postsurgical patients appreciate the extra comfort, the “extra attention’”’ 
of TUCK. Hemostatic 
@ Soothing and astringent m@ Prevents false union of raw surfaces 
t@ Not greasy m Almost no risk of sensitizing 
m Allows free drainage @ Easily kept in place 
m Always handy, eliminating time and expense of special preparations. 

This is why many surgeons order TUCKS for the patient’s bedside. 











Newer Medicinals 


Betadine Antiseptic, Tailby-Nason 


Co., Inc., New York, New York. A 
complex of povidone and iodine, of- 
fering 1% available iodine. Indicated 
for disinfection of minor wounds, 
treatment of burns and skin infec- 
tions, the oral mucosa and vaginal 
conditions, topical preparation for 
injection or surgery. Use: Topically, 
as directed by physician. Sup: Bot- 
tles of 1 pt. 


Cor-Tar-Quin Lotion, Dome Chemi- 


cals, New York, New York. Contains 
hydrocortisone, liquor carbonis de- 
tergens, and diiodo-hydroxyquinoline. 
Indicated for the treatment of vari- 
ous types of skin diseases. Use: As 
directed by physician. Sup: 44% and 
1% in bottles of 4% oz., 1 oz., and 
4 oz. 


Cosa-Signemycin, Pfizer Laboratories, 


Division of Chas. Pfizer & Co., 
Brooklyn, New York. Capsules, each 
containing 41.7 mg. oleandomycin as 
triacetyloleandomycin and 83.3 mg. 
glucosamine-potentiated tetracycline. 
Indicated for the treatment of various 
infections susceptible to the antibiotic 
combination. Dose: As directed by 
physician. Sup: 125 mg. in bottles 


of 25 and 100, 250 mg. in bottles of 
16 and 100. 


Dartal, G. D. Searle & Co., Chicago, 


Illinois. New dosage form of 2 mg. 
Indicated to produce tranquilizing 
effect without sedation. Dose: One 
tablet three or four times daily, or 
as directed by physician. Sup: Bot- 
tles of 50 and 500. 


Deaner, Riker Laboratories, Inc., Los 


Angeles, California. 2-dimethylami- 
noethanol as the para-acetamidoben- 
zoic acid salt. Indicated in conditions 
which may be benefited by a mild 
stimulant, including neurasthenia 
and chronic fatigue states, mild de- 
pressions and chronic headache. Pre- 
liminary indications indicate it may 
be useful in psychomotor and petit 
mal epilepsy. Dose: Initially, 1 tab- 
let daily in the morning. Usual main- 
tenance dose, 1 to 3 tablets for 
adults; 14% to 3 tablets for children. 
Sup: 25 mg. scored tablets in bottles 
of 100 and 500. 


Desitin Acne Cream, Desitin Chemi- 


cal Company, Providence, Rhode 
Island. Flesh-colored, greaseless 
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pantothenylol, in water-miscible, pleasant cream base 


both PANTHO-F 0.2%, ...and PANTHO-F regular 


rapidly allays inflammation in 


relieves pain, itch, swelling simple hemorrhoids 
i pruritus ani 
checks oozing and edema 
eczemas 


promotes smooth granulation rectal irritation 


accelerates healing simple fissures 


PANTHO-F 0.2% in tubes of 15 Gm. and 2 oz.; 1 Ib. jars. 
PANTHO-F (regular) in 5 Gm. and 20 Gm. tubes. 


Samples and literature on request 


u. S. Vitamin corporation - PHARMACEUTICALS 


(Arlington-Funk Laboratories, division) e 250 East 43rd Street, New York 17, N. Y 
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cream containing superfine sulfur, 
zinc oxide, resorcinol and hexachlor- 
ophene in a cosmetically elegant and 
superior base. Indicated to combat 
local infection and help heal acne 
lesions. Use: Apply thin layer of 
Desitin Acne Cream once daily and 
at bedtime. Sup: 14% ounce tubes. 


Dulcolax, Geigy Pharmaceuticals, Ards- 
ley, New York. New synthetic com- 
pound bis(p-acetoxypheny]) -2-pyri- 
dylmethane which is virtually insolu- 
ble in intestinal juices. To provide 
safe, effective relief in all types of 
constipation. Because of its gentle, 
non-toxic action, it may be given to 


children and the aged, pregnant or 
nursing women, debilitated patients, 
and in the presence of such condi- 
tions as cardio-vascular, renal, and 
hepatic disease. Also to prepare pa- 
tients for operations, x-ray examina- 
tions and proctosigmoidoscopic pro- 
cedures, and post-operatively, par- 
ticularly when the patient must not 
strain. Dose: 1 to 3 tablets at bed- 
time or 1% hour before breakfast. 
One suppository at time action is re- 
quired. Sup: Tablets in boxes of 6 
and 100; suppositories in boxes of 6. 


Harmonyl-N, Abbott Laboratories, 
North Chicago, Illinois. Filmtabs, 
each containing 0.25 mg. deserpidine 
and 30 mg. pentobarbital calcium. 
Indicated for relatively mild type of 
essential hypertension, also as seda- 













@ MOON (2 sizes) 


Hooks and Probes. 





@ SAWYER (3 sizes) 


e Whether it is the improved, 
Self-Retaining Smith's, with 
non-slip ratchet, Moon's or 
Sawyer’s, you will find it among 
Dittmar-Penn’s most complete 
variety of non-illuminated 
Rectal Specula, Retractors, 


e SMITH 
Available through recognized surgical supply dealers, 
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tive and tranquilizer in treatment of 
anxiety, nervousness, tension, ex- 
citability, insomnia. Dose: As di- 
rected by physician. Sup: Bottles of 
100, 500 and 1,000. 


Leritine, Merck Sharp & Dohme, Div. 
of Merck & Co., Inc., Philadelphia, 
Pa. For the relief of a wide spectrum 
of pain associated with extensive 
burns, fractures, carcinoma, angina 
pectoris, renal colic, biliary colic, 
acute congestive heart failure, infec- 
tion, surgery, dental procedures, pre- 
and postsurgical use, obstetrics. Dose: 
For the relief of moderate to severe 
pain in adults, recommended dosage 
is 25 mg. orally, repeated every six 
hours if necessary, or subcutaneous 
or intramuscular injection of 25 to 
50 mg. Sup: 25 mg. tablets, bottles 





PRURITUS ANI 


PROMPTLY 
ote] a ce} & i ie) 
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of 100 and 500. 1 cc. and 2 cc. am- 
puls, and 30 cc. vials (25 mg./cc.). 


Margelate-MRT, Marvin R. Thomp- 


son, Inc., Stamford, Connecticut. Sus- 
pensoid of several alumina gels and 
magnesium trisilicate gel. Indicated 
for the management of gastric and 
duodenal ulcers and for the relief of 
pain and discomfort arising from 
hyperacidity. Dose: 1 to 4 teaspoon- 
fuls after meals and at bedtime. Sup: 


Bottles of 1 pt. and 1 gal. 


Meti-Derm, Schering Corporation, 


Bloomfield, N.J. Cream 0.5% and 
Ointment with Neomycin available 
in new 25 Gm. size. Cream is indi- 
cated for treatment of allergic derma- 
tosis and other dermatologic condi- 
tions. Ointment is indicated par- 





~ dies 


strate prompt and lasting relief of pruritus 
with TARCORTIN therapy.* 


nis 


Tale- Wig lot Tah at-t40 leh alo) a -W Meot-t-1-t- Mel molatiaider) ani: 


the rapid relief of itehing in all cases was 


ree 
ty 


d 


a remarkably consistent factor.” 


TARCORTIN’ J 


«* 
‘ 


la BD Zolgolotoladi-tolal- Maen) Mr laleo Mt —j ol loll tml Oxe)- IME - lal > aaa- Tons 
5% (TARBONIS®) in a greasiless, stainless hydro- 
philic cream. 





* REFERENCES: 1. Welsh, A.E.. and Ede, M.: Ohio State q 
M.J O:837, 1954: 2. Bleiber J.M. Soc. New Jersey < 
54:37, 1596; 3. Clyman, S.G.: Postgrad. Med. 21:309, 1957; J 


1. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 
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ticularly where minor secondary in- 
fections are a factor. Use: As directed 
by physician. Sup: Tubes of 25 Gm. 


Meticortelone Soluble, Schering Cor- 
poration, Bloomfield, N.J. Sterile 
powder form (each vial containing 
50 mg.) of prednisolone for intra- 
venous use. Indicated for certain 
cases of shock which are unrespon- 
sive to standard antishock therapy; 
acute allergic or asthmatic reactions; 
acute adrenocortical insufficiency and 
in cases of bilateral adrenalectomy; 
severe infections with overwhelming 
toxemia to stabilize the patient until 
specific antibiotics can take effect. 





for protection 
and relief 
in pruritus ani 


AMMENS. 


medicated 


POWDER 


heals « cools - soothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 
19 West 50 Street, New York 20, N. a 
Distributor for CHARLES AMMEN CO. « Alexandria, La. 








Use: As directed by physician. Sup: 
Packages of 1, 25, 50 and 100. 


Mycifradin N, The Upjohn Company, 
Kalamazoo, Michigan. Tablets, each 
containing 0.5 gm. neomycin sulfate 
and 125,000 units of nystatin. Indi- 
cated for preoperative bowel prepara- 
tion prior to surgery involving the 
lower intestinal tract. Dose: Two 
tablets every four hours for a total 
of 12 tablets. Sup: Bottles of 20, 100 
and 500. 


Nebralin, Smith-Dorsey, Division of 
The Wander Company, Lincoln, Ne- 
braska. Tablets, each containing 90 
mg. pentobarbital and 425 mg. me- 
phenesin. Indicated to produce re- 
laxation, and then through central 
nervous system sedation to induce 
sleep. Dose: As directed by physician. 
Sup: Bottles of 50. 


Pen-Vee Pediatric, Wyeth Laborato- 
ries, Philadelphia, Pennsylvania. Dry 
powder, each 5 cc. of which, when 
reconstituted with water, contains 250 
mg. of antibiotic. Indicated for most 
infections caused by organisms sus- 
ceptible to penicillin. Dose: As di- 
rected by physician. Sup: Powder 


for reconstitution to 2 fl. oz. 


pHan, Sandoz Pharmaceuticals, Div. of 
Sandoz, Inc., Hanover, N. J. Tablets, 
each containing 450 mg. aluminum 
hydroxide-glycine and 60 mg. mag- 
nesium oxide. Indicated as an antacid 
in g.i. disturbances associated with or 
due to hyperacidity, gastric and duo- 
denal ulcer, heartburn of pregnancy, 
and irritable bowel syndrome; also 
as a supplement to BepHan for pa- 
tients requiring intensive therapy. 
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Dose: As directed by physician. Sup: 
Bottles of 100. 


RG Lecithin, The Glidden Company, 
Cleveland, Ohio. Now available in 
wafer form. Dietary food supplement. 


Packed in boxes of 60. 


Sterane I.M., Pfizer Laboratories, Di- 
vision of Chas. Pfizer & Co., Brook- 
lyn, New York. Injectable form for 
intramuscular use, each cc. of which 
contains 25 mg. prednisolone in 
aqueous suspension. Indicated for 
rheumatoid arthritis, bronchial asth- 
ma, inflammatory skin disorders, col- 
lagen diseases and neoplastic diseases. 
Dose: Intramuscularly, 1 cc. daily. 


Sup: Vials of 5 cc. 


Temaril, Smith, Kline & French Labo- 
ratories, Philadelphia 1, Pennsyl- 
vania. Tablets, each containing 2.5 
mg. trimeprazine. Indicated for the 
relief of itching, regardless of cause. 
Dose: Adults, one tablet b.i.d, after 
‘meals, plus 2 tablets h.s. Sup: Bottles 
of 50. 


Tetrex with T/S, Bristol Laboratories, 
Inc., Syracuse, New York. Suspen- 
sion, each teaspoonful of which con- 
tains 125 mg. tetracycline with 167 
mg. each sulfadiazine, sulfamerazine 
and sulfamethazine. Indicated in the 
treatment of Shigella dysentery in- 
fections and in severe or mixed infec- 
tions. Dose: As directed by physi- 
cian. Sup: Bottles of 2 oz. 





PRURITUS ANI 


NEW ORAL TREATMENT FOR INTRACTABLE CASES 
COMPLETE RELIEF IN 80% OF 46 CASES, USUALLY IN 3 DAYS.’ 


BASED ON NEW RATIONALE 


In pruritis ani, stools: are usually strongly 
alkaline. Malt Soup Extract encourages 
growth of aciduric bacteria in the intestines; 
feces become soft, have an acid reaction, and 
intractable rectal itching disappears. 
Borcherdt’s Malt Soup Extract consists of 
specially processed non-diastatic barley malt 
extract neutralized with potassium carbonate. 
(The same preparation as used for years in 
correction of constipation.) 


BORCHERDT'S 


Dose: 2 tbs. A.M. and P.M. Take in milk, 
water, or by spoon. Continue for 2 to 3 
weeks, when perianal skin should be healed. 
Resume treatment if symptoms recur. 
Supplied: Liquid, 8-oz. and pt. jars. Powder, 
8-oz. and 1 lb. jars. (Use heaping measure.) 
1. Brooks, L. H.: Use of Malt Soup Extract 

in Treatment of Pruritus Ani, 

(American Proctologic Society, April, 

1957. To be published.) 

For Samples and Literature, write 


BORCHERDT COMPANY 
217 N. Wolcott Ave., Chicago 12, Ill. 


MALT SOUP EXTRACT 


PROMOTES FAVORABLE ACIDURIC INTESTINAL FLORA 


(Vol. 9, No. 3) JUNE, 1958 


241 








YOUNG’S 
RECTAL 


DILATORS 


inf 


FOR SPASTIC CONSTIPATION 
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Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 
sis. In graduated sizes for progressive 
therapy. 


Infants: In flexible rubber. Children and Adults: 
In bakelite. 
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BOOK REVIEWS 
FOR 
PROCTOLOGISTS 


THE EARLY DIAGNOSIS OF THE ACUTE 
ABDOMEN by Zachery Cope, published by 
the Oxford University Press, New York— 
price $4.50. 


The 1957 llth edition is an excellent re- 
vision. There are new sections on vascular 
surgery and the operative treatment of in- 
testinal obstruction in the new born. 

The new chapter to help the general prac- 
titioner to make a diagnosis, modified from a 
1953 article that appeared in G.P., is also a 
worthy addition to the little text. 

There are several new illustrations, and the 
book may now be said to be very adequately 
illustrated. 

I have always liked this volume, and con- 
sider it to be an important part of every prac- 
titioner’s library. 


THE YEARBOOK OF DRUG THERAPY — by 
Beckman, Director, Departments of Phar- 
macology, Marquette University Schools of 
Medicine and Dentistry, Consulting Physi- 
cian, Milwaukee County General and Colum- 
bia Hospitals, Milwaukee, Wisconsin—518 
pages—published by the Year Book Publish- 
ers Inc. 


The 1957-58 Year Book of Drug Therapy 
continues to be an essential volume for every 
medical library. I am particularly impressed 
by the editor’s statement, “I despair of the 
world about us—meaning, of course, only that 
segment of it concerned with the use of drugs 
in treating disease. For this small but so im- 
portant bit is being distorted out of all 
semblance of relationship to scientific thought 
and procedure, and utterly vulgarized and 
cheapened too, by the money-mad rush of 
some of the pharmaceutical companies”. 

In the latter part of the same editorial, Dr. 
Beckman says, “Never has the welfare of 
mankind been threatened by a group with 
more effrontery”. This is quite a challenge to 
the medical profession, and one that is not 
easily met. However, one of the best answers 
is to be found in volumes like the Yearbook 
Of Drug Therapy. It is authoritative, care- 

—Continued on following page 


242 THE AMERICAN JOURNAL OF PROCTOLOGY 











BOOK REVIEWS 


—Continued from preceding page 





fully edited, and worthy of careful study. 
The gastroenterologist will find a section on 
gastroenterologic disorders, and much of this 
material will be of value to the proctologist. 
The section on tranquilizers and stimulants 
will be useful in every field of practice, as 
will much of the other material. 
I recommend this volume without reserve. 


Review of GYNECOLOGICAL and OBSTETRIC 
PATHOLOGY with Clinical and Endocrine 
Relations by Emil Nova, A.B., M.D., D.Sc., 
Hon., Trinity College, Dublin, Tulane), 
F.A.C.S., F.R.C.O.G., (Hon) Late Assist- 
ant Professor Emeritus of Gynecology, The 
Johns Hopkins Medical School and Edmund 
R. Novak, A.B., M.D., Assistant Professor of 
Gynecology, The Johns Hopkins Medical 
School, Gynecologist, The Johns Hopkins, Bon 
Secours, Hospital for the Women of Mary- 
land, and Union Memorial Hospitals, Balti- 
more, Maryland—Fourth Edition, 650 pages 
—683 illustrations, 25 in color—price $14.00 
—published by the W. B. Saunders Company. 


The Fourth edition of this text continues 
the excellent tradition of the past. The book 
is a very complete presentation of gynecologic 
and obstetric pathology, and is beautifully 
illustrated. There are some color plates as well 
as excellent black and white illustrations. 

The material presented is complete, the 
writing is good, and the text is highly authori- 
tative. 

This book may be recommended for all 
pathologists, gynecologists and obstetricians. 


OFFICE GASTROENTEROLOGY by Albert F. 
R. Andresen, M.D., Clinical Professor Emeri- 
tus of Medicine, State University of New 
York College of Medicine at New York City, 
Attending Physician, Long Island College 
Hospital, Area Consultant in Gastroenterol- 
ogy, Veterans Administration. 707 pages— 
110 figures,—price $14.00 published by the 
W. B. Saunders Company. 


This interesting volume represents the re- 
sult of 40 years of experience in teaching 
gastroenterology. To a large extent it repre- 
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sents, therefore, the personal experience of the 
author—both in practice and in teaching. 

The book is well written, offers an interest- 
ing and relatively complete presentation of 
each subject, and should be valuable for the 
student, the gastroenterologist and the proc 
tologist. 

The author’s concepts of gastrointestinal 
allergy are particularly interesting. His work 
in that field is well known. 

The book is well illustrated, reads easily, 
and should be a valuable addition to any 
medical library. 


CURRENT THERAPY 1958—Latest Approved 
Methods of Treatment for the Practicing 
Physician—edited by Howard F. Conn, M.D.., 
Consulting Editors: George E, Burch, M. 
Edward Davis, Vincent J. Derdes, Garfield 
G. Duncan, Hugh J. Jewett, Clarence S. 
Livingood, Perrin H. Long, H. Houston 
Merritt, Walter L. Palmer, Hobart A. Rei- 
mann, Cyrus C. Sturgis, Robert H. Williams. 
827 pages published by the W. B. Saunders 
Company—price $12.00. 


The 1958 edition continues the excellent 
traditions of the previous editions. The con- 
tributors each have something important to 
say, and each present a single technic of 
particular value, as it has been demonstrated 
in their own practice. The book is even more 
complete than before, and although the reader 
may have previous editions of this volume, the 
1958 edition should be added to his library. 


REVIEW OF GENERAL PATHOLOGY by Sir 
Howard Florey, Professor of Pathology, 
second edition—932 pages—published by 
the W. B. Saunders Company—price $16.00. 


This is the second edition of a very excellent 
text that first appeared under the title, “Lec- 
tures on General Pathology”. The revision is 
excellent, and there are new chapters on 
metabolic changes after injury, tumors, arther- 
osclerosis and thrombosis. 

This text is written primarily for the physi- 
cian who has a background in biochemistry 
and physiology, and approaches pathology from 
the functional as well as the morphological 
aspects. 
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Although most of the text is written by 
Florey, there are excellent chapters by the con- 
tributors, all highly authoritative. 

The illustrations are very good, and the book 
may be recommended as a basic reference 
work. 


THE ESSENCE OF SURGERY by S. Stuart 
Welch, M.S., M.D., Ph.D., Professor of Sur- 
gery, Albany Medical College of Union Uni- 
versity and Samuel R. Powers Jr., A.B., M.D.., 
M.Sc.D., Professor of Experimental Surgery, 
Albany Medical College of Union University 
—320 pages—SO illustrations—published by 
the W. B. Saunders Company—price $7.50. 


The theme developed in this little text is 
“the management of acute injury is the spe- 
cial problem of the surgeon”. It is interesting 
to note that in his preface, the author states, 
“non-operative surgery has assumed a large 
place in the new conquest of disease by the 
surgeon”. 

The attempt is to present the universal 
principles of surgery, without particular refer- 
ence to the specialty. Thus, the authors con- 
sider the loss of body tissue, loss of body 
fluids, infection, the principles of pre-operative 
and post-operative care, the principles of 
surgical technic, etc. 

This is a very well written text, and does 
indeed present—as its title states—‘‘The Es- 
sence of Surgery”. This book is recommended 
for all surgeons, and those who propose to 
study surgery. 


REVIEW OF GROLLMAN'S PHARMACOLOGY 
AND THERAPEUTICS 3rd_ Edition. 1034 
pages. 192 illustrations. Published by the Lea 
& Febiger Company—price $12.50. 


This is a very excellent and authoritative 
text written by a practicing physician who is 
also a pharmacologist. There are twelve new 
chapters on tranquilizing drug, therapy of 
cancer, drugs acting on the autonomic ganglia, 
etc, 

Although the major attention is given to 
drugs used in therapeutics, the pharmacology 
of other drugs is also discussed in lesser detail. 

The text is very well organized, written in a 
very readable style, well illustrated, and de- 
serves a place in every medical library. 
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